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Fungus Disease in Northern California 
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DONNA NEWSTRAND, A.B., and DIANA KETTNER, B.S., San Francisco 


LITTLE INFORMATION is available on the importance 
of fungi as a cause of disease in northern Cali- 
fornia. Coccidioidomycosis is a commonplace in the 
southern part of the Central Valley but other my- 
cotic disease has not seemed to present a significant 
clinical problem. This study was designed to obtain 
information as to the incidence of infection with 
organisms of this group in the northern part of 
the state. 


PLAN OF STUDY 


Materials were obtained from two sources. Infor- 
mation about the project was disseminated widely 
in the San Francisco Bay Area and assistance was 
offered gratis to all physicians and hospitals in the 
area. It was hoped that, the mycologic laboratory 
of Stanford University School of Medicine would be 
employed as a reference center and that information 
would be obtained on fungus disease in other insti- 
tutions. This phase of the program was successful 
in that 29 hospitals contributed materials from 185 
patients in nearly all of whom systemic fungus 
infection was suspected. Also many specimens from 
patients with various forms of epidermophytosis 
were received from practicing physicians. 


The most interesting aspect of the work centered 
around patients attending the clinics and admitted 
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e A systematic search for disease caused by fungi 
was made in a group of patients from northern 
California. 

Superficial mycotic infection was diagnosed 
frequently. Systemic fungus infection was found 
in approximately 0.6 per cent of an unselected 
group observed at Stanford University clinics— 
coccidioidomycosis or actinomycosis in almost 
all cases. 

Clinically unsuspected fungus infection was 
rare. Various species of Candida were frequently 
recovered, particularly from debilitated patients 
who had received antimicrobial therapy. Only 
rarely could these organisms be conclusively dem- 
onstrated to have caused serious disease. 


to the wards of Stanford University Hospitals. Ap- 
proximately 1,500 specimens were obtained from 
patients with possible superficial mycotic infection. 
The most important phase of the work consisted of 
mycological examination of unselected materials in 
certain categories that were submitted to the diag- 
nostic bacteriological laboratory for study. Each 
was examined by the appropriate methods described 
below. A total of 1,254 patients was included in 
this group. It was believed that the application of 
this screening technique on a wide scale would 
detect unsuspected fungus infections if they were 
present in the community in significant number. 


METHODS 


The following media were employed for the pri- 
mary isolation of fungi from clinical materials. 
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TABLE 1.—Species of Epidermophytes Grown on Cultures of 
Superficial Materials Obtained from 1,544 Patients 


Fungus Number of Cases 


Microsporum 

Microsporum 

Microsporum 

Trichophyton 

Trichophyton mentagrophytes 
Trichophyton tonsurans 
Trichophyton violaceum 
Epidermophyton floccosum 


1. Saboraud Dextrose Agar (Difco) with and 
without antibiotics. The antibiotics used from the 
beginning of the study through November of 1956 
were penicillin 1.0 units per ml., chloramphenicol 
5.0 meg. per ml., and streptomycin 10.0 mcg. per 
ml. After that date, the antibiotics used were chlor- 
amphenicol, polymyxin and neomycin, each in a 
concentration of 20.0 mcg. per ml. The latter com- 
bination was much more effective in the inhibition 
of growth of bacteria and did not affect the patho- 
genic fungi significantly. 

2. Brain heart infusion agar (Difco). 


3. Thioglycolate medium without dextrose 
(Difco). 


The media were contained in appropriate screw 
cap bottles and tubes. 


Materials obtained from superficial lesions were 
inoculated to Saboraud agar with antibiotics in 
duplicate and incubated at 22° C. Untreated ma- 
terials from other sources were heavily inoculated 
to Saboraud agar with and without antibiotics in 
duplicate and incubated at 22° and 37° C. An 
anaerobic brain heart infusion agar plate and thio- 
glycolate broth at 37° C. were also included. 


The antibiotic-containing media were remarkably 
effective in inhibiting the growth of bacteria and 
had no effect on any of the species of fungi ex- 
cept actinomycetes and Nocardia. 


RESULTS 
Superficial Mycoses 


The study of superficial mycoses was conducted 
in cooperation with the Division of Dermatology 
from July 1, 1953, through December 1, 1955. 418 
specimens of hair, 974 of skin and 152 of finger 
and toe nails were examined. Potentially pathogenic 
fungi were recovered from more than one-third of 
these specimens. The species of epidermophytes 
recovered are listed in Table 1. 


The large number of infections by Trichophyton 
tonsurans was of special interest. A description of 
some of these cases has been published.1 
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TABLE 2.—Sources of Clinical Materials Used in Search for 
Systemic Fungus Infections 


Number 
Negative Positive* 


166 

Bronchial lavage, ete. ...............-.- 12 
Gastric lavage, ete. ............ 15 
Pleural fluid 1 
Abscesses, pus, wound drainage, 

sinus tract, cellulitis, etc 
Spinal fluid 
Joint fluid 
Blood 
Biopsy of nodules, autopsies, 

eyats, tissue, Ote.. «.....2.......-...+0.- 
Eye 
Vaginal exudate 
Nasopharyngeal 
Urine 


Number of Number 
Patients 


*Potentially pathogenic fungi. 


TABLE 3.—Fungi of Possible Significance Recovered from the 
Clinical Materials Listed in Table 2 


Organism Number of Cases 


Candida albicans 
Candida krusei 

Candida parakrusei 
Candida stellatoidea 
Candida Guiliermondi 
Candida tropicalis 
Candida pseudotropicalis 


Total Candida 


Cryptococcus neoformans 
Coccidioides immitis 
Actinomyces bovis 
Blastomyces brasiliensis 
Nocardia asteroides 
Nocardia madurae 


Total fungi other than Candida 
Total all fungi 


Deep Mycotic Infection 


The search for systemic fungus infections by the 
screening procedure described above continued 
from July 1, 1953, to August 31, 1957. Materials 
obtained from 1,449 patients including 1,254 in the 
Stanford University Hospitals group were studied. 
The sources of materials and the number from 
which a fungus of possible significance was isolated 
are listed in Table 2. The various species of fungi 
recovered are listed in Table 3. 


More than 90 per cent of the organisms isolated 
were various species of Candida. The clinical sig- 
nificance of the presence of these fungi was usually 
difficult to assess. In many instances, when infection 
was present it was superficial. Of greater interest 
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was the identification of 19 cases of disease caused 
by Coccidioides immitis, seven by Actinomyces 
bovis, five by Nocardia asteroides, two by Crypto- 
coccus neoformans and one each by Blastomyces 
brasiliensis and Nocardia madurae. A definite deep 
or systemic mycotic infection was present in 2.4 
per cent of this whole group of patients. 


Pulmonary Infection. Specimens of sputum and 
materials obtained by gastric and bronchial lavage 
were available from 690 patients. Candida albicans 
was isolated from 138 specimens and other species 
of this group of fungi from 44 specimens. It was 
difficult to determine whether these organisms which 
were often present in small numbers were the cause 
of disease. Twelve cases in which large numbers of 
Candida were repeatedly cultured from sputum were 
studied in some detail. In four of the patients, who 
were undergoing diagnostic study, no definite evi- 
dence of pulmonary disease was uncovered, two 
had lung abscess, one had far advanced cancer of 
the lung and one had extensive tuberculosis. Several 
of these patients had received antimicrobial therapy 
and it was evident that the presence of fungi was 
not related to the principal disease. 


Large numbers of Candida albicans were re- 
covered on several occasions from sputum speci- 
mens obtained from three elderly patients with 
senile emphysema and asthmatic bronchitis. All had 
had previous antimicrobial therapy, and they im- 
proved when such therapy was begun again in 
association with bronchodilator agents. In none of 


these cases could a diagnosis of fungus infection be 
established. 


In the case of one debilitated, elderly man with 
disseminated carcinoma of the stomach, fever and 
rales in the chest developed. Large numbers of 
Candida albicans were present in the sputum, and 
no other significant organisms. The pulmonary in- 
fection resolved slowly after penicillin was adminis- 
tered, but it could have been pulmonary moniliasis. 


The most interesting case was that of a 57-year- 
old man who had been well until two months before 
admission. At that time dyspnea began and 
became progressively more severe. The clinical im- 
pression was that of pulmonary fibrosis of unknown 
cause complicated by cor pulmonale. Laboratory 
study revealed eosinophilia of 20 per cent and a 
very high plasma content of gamma globulin. The 
presence of very large numbers of Candida krusei 
was noted in nine examinations of sputum, and the 
patient had exquisite hypersensitivity to the intra- 
dermal injection of a vaccine prepared from this 
organism. Treatment with an adrenal steroid and 
graded injections of the vaccine were associated 
with dramatic improvement for about three months. 
Then, in another community, all treatment was 
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discontinued and the patient failed rapidly and 
died. No autopsy was done. It seemed possible that 
in this case the illness was owing to infection by, 
and hypersensitivity to, Candida krusei with asso- 
ciated pulmonary fibrosis. 


Candida albicans was twice recovered as one of 
a mixture of organisms from pleural fluid obtained 
from a patient with postoperative empyema and 
bronchopleural fistula complicating lobectomy. Re- 
covery followed appropriate drainage of the pleural 
cavity. 

Coccidioides immitis was cultured from material 
from ten patients, seven of whom were in outlying 
hospitals. Three strains were isolated from materials 
obtained from patients in the Stanford University 
Hospitals clinics, an incidence of 0.5 per cent of 
this group of unselected cases. 

Cryptococcus neoformans was recovered from 
specimens of sputum obtained from two patients, 
one of whom was in another hospital. 


One case of pulmonary nocardiosis and one of 
actinomycosis were recognized, both by study of 
specimens of sputum received from other hospitals. 


These data demonstrate that fungus disease of the 


_lungs may be discovered in northern California 


but is excessively uncommon when infection by 
Coccidioides immitis is excluded. The distribution 
and occurrence of this disease in the San Joaquin 
Valley has been studied in detail? and the infections 
discovered during this study were probably ac- 
quired in that area. No actinomycosis and only one 
case of Cryptococcus infection were discovered in 
the Stanford University Hospitals group of patients. 


Septic Infection. Materials obtained from 134 
patients with various apparently septic infectious 
processes were studied and significant fungi were 
recovered from 17 (12.7 per cent), only two of 
whom were members of the group studied in the 
Stanford clinics. Six of the infections were caused 
by Coccidioides immitis, six by Actinomyces bovis, 
three by Nocardia asteroides, one by Nocardia 
madurae and one by Candida sp. The last came 
from material obtained twice by incision and 
drainage of an abscess at a pressure point on the 
buttock under a prosthetic device worn by an am- 
putee. In both specimens the organism was present 
in very large numbers. The abscess healed after the 
second operation. 


Body Fluids. Spinal fluid obtained from 37 pa- 
tients with various forms of central nervous system 
disease, and fluid from the joints of 24 persons 
with arthritis were studied and no fungi of any kind 
were isolated. Candida albicans grew on one of 
seven blood cultures examined. The infected speci- 
men was from a man who died of postoperative 
sepsis. He had received tetracycline orally for two 
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weeks. Staphylococcus aureus also grew on the same 
blood culture. 


Tissue. Specimens of tissues obtained at opera- 
tion and necropsy from 149 persons in the Stanford 
clinic group were examined and Coccidioides im- 
mitis was obtained in three cases and Candida 
krusei in one. The latter case was one of acute 
leukemia in a child who died while under treatment 
with tetracycline for staphylococcic sepsis. At 
necropsy many small inflammatory nodules were 
observed in the lungs and spleen and large numbers 
of Candida krusei were isolated from the latter 
organ. Presumably the lesions were those of dis- 
seminated candidosis following treatment of a seri- 
ously ill patient with a broad spectrum antibiotic. 


Eye. The organism Nocardia asteroides was iso- 
lated from material obtained from the tear duct of 
one patient. 


Gastrointestinal Tract. Various species of Can- 
dida were recovered from 66 of 142 specimens 
obtained from nasopharyngeal swabs and from 18 
of 49 specimens of stool examined. Many of these 
specimens that were positive for Candida were ob- 
tained from patients who had toxic gastrointestinal 
reactions to antimicrobial agents, particularly to the 
tetracycline. It was of interest to observe the absence 
of fungi in certain persons with these disorders and 
the inability to correlate their presence with the oc- 
currence of symptoms in others receiving antibotics. 


Genito-urinary Tract. Candida albicans was re- 
covered from 36 and Candida parakrusei from one 
of 97 specimens of vaginal exudate that were ex- 
amined. Many of the patients doubtless had vagi- 
nitis but detailed analysis of this group was not 
attempted. 


Various species of Candida were found in the 
urine of 13 of 54 patients with urinary tract infec- 
tion. The organisms were present in large numbers 
in six cases and these deserve comment. In five 
cases the patients had structural disease of the 
urinary tract; they had received antimicrobial 
therapy and had undergone catheterization or in- 
strumentation of the urinary tract. The fungi did 
not seem to cause signs or symptoms of an unusual 
sort and were present in pure culture in only three 
cases. The sixth case was of greater interest. A 
six-week-old boy was treated with neomycin by 
mouth for diarrhea, caused by an enteropathogenic 
E. coli, that developed while he was in hospital for 
study of a congenital lesion of the heart associated 
with cardiac decompensation. Shortly thereafter he 
became febrile with pneumonitis and pyuria. Large 
numbers of Candida albicans were recovered from 
the urine. A urethral catheter had not been used. 
Death occurred within two weeks in another hospi- 
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tal and necropsy was not done. This was a case of 
probably disseminated Candidosis with pneumonitis 
and pyelonephritis following therapy with a broad 
spectrum antibiotic by mouth in a very sick baby. 


Identification 
Potential pathogens grew on ten of twenty cul- 
tures of fungi submitted purely for identification. 
Seven were various species of Candida, two were 
Nocardia asteroides, and one was Coccidioides im- 
mitis. 
DISCUSSION 


This study was designed to assess the frequency 
of infection and the importance of fungi as a cause 
of disease in northern California. The results indi- 
cate that superficial mycotic infections were a com- 
monplace but systemic illness caused by these 
organisms was uncommon. 


Approximately 2.5 per cent of the whole group 
of patients studied were infected by Coccidioides 
immitis, Nocardia asteroides, Actinomyces bovis, 
or Cryptococcus neoformans. A considerable num- 
ber of the subjects studied were in other hospitals 
and were a selected group in whom fungus disease 
was known or suspected to be present. 


Materials were obtained from the lungs and re- 
lated structures, and from other organs and tissues 
of 1,254 patients in a group observed at Stanford 
University Hospitals and Clinics. in San Francisco. 
Most of these examinations were made routinely 
without reference to whether the patient was 
thought to have a mycotic disease or not. Infection 
by these four kinds of fungus was proved in eight 
(0.6 per cent) of the patients in the whole group in 
which disease caused by these organisms was con- 
sidered possible. The incidence would have been 
greater if the source of the materials had been more 
carefully screened. In several of the eight cases the 
clinical situation suggested mycotic disease. It is 
evident that the routine examination ofa very large 
number of clinical specimens does not uncover 
many instances of unsuspected systemic fungus in- 
fection. 


Candida in large numbers were recovered from 
the sputum, from material obtained on nasopharyn- 
geal swabs and vaginal swabs and from stools of a 
considerable number of patients, many of whom 
had received antimicrobial therapy. It was nearly 
always difficult to assess the role of these fungi in 
the causation of various manifestations of the pa- 
tient’s illness. In no case was pulmonary Candidosis 
definitely diagnosed and in only three was there 
positive evidence of disseminated infection caused 
by these organisms. One case of localized abscess 
formation containing Candida sp. was observed. 
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Mycotic infection must always be considered in 
persons with possible infectious diseases, particu- 
larly of the lungs. The results of this study indicate 
that the search for this group of organisms in north- 
ern California will not often be rewarding except 
for the demonstration of coccidioidomycosis. 

Candida of various species are often recovered 
from clinical materials but the role they play in the 
causation of disease is always difficult to ascertain. 
Serious infection by this group of organisms is 


For Your Patients— 


most likely to occur in debilitated persons who have 
received antimicrobial therapy. 


Stanford University Hospitals, Clay and Webster Streets, San Fran- 
cisco 15 (Rantz). 
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About the Cost of Good Medical Care... 


While I know you understand that I, as your personal physician, am not 
in complete control of all medical care costs, I still would like to emphasize 
a few facts: 


From your own experience you know that not-so-serious cases usually 
involve nothing more than the moderate expense of home or office visits and 
medication. 


It is when serious illnesses or accidents require hospitalization that we may 
run into financial problems. Hospital charges, special nurses, drugs and 
appliances are all factors over which I have no direct control. 


That is why it is my sincere hope that, should the need ever arise, you'll 
look upon me not only as your personal physician but also as a sort of 
“health engineer.” In that capacity I am at your service to assist you in 
making arrangements for the best of medical care on the most reasonable 
financial basis possible. 


I take those precautions when I am ill or when a member of my family 
requires extensive care. The same services are available to you. 


Sincerely yours, 


MESSAGE NO. 6. Postcard size, single fold leaflets, you to fill in signature. 
Available in any quantity, at no charge as another service to CMA members. 
Please order by Message No. from CMA, PR Dept., 450 Sutter, San Francisco. 
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Electromyography 


Uses and Limitations 


THE ELECTROMYOGRAPH is an electronic device that 
amplifies and converts the minute voltages picked 
up by a needle electrode inserted into a muscle, 
expressing these currents by loudspeaker or visually 
by a cathode-ray oscilloscope. By this means the 
electric potentials ‘of normal, diseased or denervated 
muscle can be studied. Normal muscle has two sig- 
nificant electromyographic characteristics: It emits 
no detectable impulses at rest, and on insertion of 
the needle electrode the electrical activity caused 
by the mechanical stimulation of insertion is quickly 
dissipated. 

Muscles whose nerve supply is injured or diseased 
have typical changes in electromyographic response, 
reflecting hyperirritability. Abnormalities are most 
likely to appear on insertion of the needle—sharp 
wave activity and fibrillation. The mechanically in- 
duced reaction may wane in a few seconds and 
activity may cease, or spontaneous fibrillation may 
continue. Polyphasic motor units may appear on 
contraction; but they are clinically important only 
when associated with sharp waves or fibrillation. In 
the early days of electromyography, undue import- 
ance was attached to polyphasic motor units in the 
anterior compartment of the leg, until it was learned 
that many normal persons give this response because 
of habitual pressure on the peroneal nerve due to 
crossing the legs or to lying in bed for long periods. 


Myopathic conditions also give rise to character- 
istic findings,”'*> classified electromyographically as 
dystrophic or myotonic. Dystrophic impulses are 
characteristically of low amplitude but rapid se- 
quence and are under voluntary control. The myo- 
tonic states are distinguished by an intense high- 
frequency discharge on needle insertion, persisting 
for many seconds. The discharges may also be 
elicited by percussion on the muscle in the region of 
the needle, or by voluntary contraction of the muscle, 
but they cannot be voluntarily stopped. The auditory 
signal from this high-frequency discharge is best 
described by the term, “dive-bomber effect.” 

Artifacts that may interfere with electromyo- 
graphic observation are numerous and the changes 


_ Presented before a Joint Meeting of the Sections on Industrial Med- 
icine and Surgery and Physical Medicine at the 87th Annual Session 
coon California Medical Association, Los Angeles, April 27 to 30, 
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e A normal muscle at rest emits no detectable 
electric current, but in action, in diseases of 
the muscle and in denervation it emits electric 
impulses characteristic of these states. The im- 
pulses can be amplified and studied through the 
sonic and oscilloscopic patterns they create. These 
patterns are sufficiently different so that simple 
atrophy of disuse can be distinguished from the 
denervation that may be associated with it. 
Since denervation can be localized to individual 
muscles and thence to the nerves controlling 
them, electromyography serves much the same 
function as myelography, with comparable accur- 
acy and with greater safety and simplicity. It 
aids in the diagnosis of several muscular diseases 
of children and adults. 


Because electromyographic changes due to in- 
jury do not appear until 18 to 21 days later, a 
study made soon after injury can either disclose 
or rule out preexisting lesions. Then a later 
study indicating denervation is objective evidence 
that any disability is due to the injury in question. 


they cause may closely simulate those of recog- 
nized abnormalities. Although the experienced my- 
ographer learns to recognize many of these acci- 
dents, he also insists on clear-cut and reproducible 
findings which are manifestly clear of such acci- 
dents. Common causes of misleading findings are 
improper grounding of the patient and the machine; 
cardiac impulses and tremor discharges; disturb- 
ances caused by diathermy machines, radio waves 
or interference with house-current, loose contacts 
in the electromyographic circuit and defective insula- 
tion of the needle electrode.* The most misleading 
factor, and the most difficult to eliminate, is incom- 
plete relaxation of the muscle being examined. Some 
patients have great difficulty in relaxing the muscles 
of the posterior neck and the back. 


The electromyographer must not restrict his ex- 
amination to a certain area merely because the 
referral mentions no other; he must be ready to 
investigate as far as his examination leads him. For 
this he must be able to place the electrode precisely, 
knowing exactly in which muscle belly he is inserting 
it, and he must further know the root supply of the 
muscle and its peripheral nerve if he is to localize 
lesions as precisely as electromyography permits. 
For this and other reasons, when the physician 
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delegates electromyography to technicians or other 
less qualified persons he immeasurably reduces the 
validity of the examination. 

Besides the polyphasic motor units previously 
described, so-called “fasciculation voltages” may 
occur in many disease states and occasionally in 
normal muscles. Similarly, myotonic impulses are 
not limited to the myotonic states; they have been 
observed in peripheral nerve injury, dermatomy- 
ositis, polymyositis, Marie-Charcot-Toothe disease, 
progressive spinal muscular atrophy and arthrogry- 
posis.2> Dystrophic motor units, too, have been re- 
ported in other conditions than muscular dystrophy 
—-scleroderma, acrosclerosis and lupus erythemato- 
sus. These irregularities should be reported, there- 
fore, as impulses or motor units of a myotonic or 
dystrophic type, with no attempt to draw a diag- 
nostic inference, unless the pattern predominates in 
the electromyographic tracing. Conversely, the re- 
ferring physician must not place too much im- 
portance on the finding of occasional patterns of 
the myotonic or dystrophic type. 

An apparent error in localization occasionally 
occurs. The electromyographic findings may indi- 
cate clear-cut involvement of the first sacral nerve 
root but myelography show a defect at the fourth 
lumbar interspace. The reason of course is that 
a medially and inferiorly herniated nucleus pul- 
posus at the fourth lumbar interspace may com- 
press the first sacral nerve root intradurally rather 
than the fifth lumbar root which exist laterally at 
this level. Therefore, both the electromyographer 
and the neurosurgeon must keep in mind that elec- 
tromyographic evidence of involvement of the first 
sacral root may be due to either a medially located 
lesion at the fourth lumbar interspace or a laterally 
located lesion at the lumbosacral interspace." 

In two reported series the accuracy in localization 
and detection of root compressions by herniated 
nucleus pulposus and tumor was not significantly 
different. In Bonner and Schmidt’s series of 30 
patients there was 80 per cent exact localization by 
electromyography as proven by subsequent opera- 
tion.’ In 24 of 30 patients, disease in the disc was 
found at the exact level detected by the electro- 
myograph. In four of the remaining six cases, the 
report was not completely accurate although it was 
of definite clinical value; in two cases the lesion 
was not localized by this means. 

In Shea, Woods and Werden’s series of 75 cases 
there was 90.7 per cent accuracy of electromyo- 
graphic diagnosis as confirmed by operation.” My- 
elography was done in 68 of these cases with accur- 
acy of 85.3 per cent. Clinical experience has shown 
that when myelography and electromyography are 
both used in the same case the accuracy in estab- 
lishing the existence of a root lesion and localizing 
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it exactly is much better than when either method is 
used alone, since findings are seldom negative from 
both when root involvement exists. 


The conclusions of Marinacci after evaluation of 
157 cases of laminectomy, all studied by electro- 
myogram and all but ten by myelogram, were as 
follows: “The electromyograph is of great value 
where the myelographic findings are normal or in- 
definite, especially so in the lumbosacral lesions. 
The myelogram is of a more localizing value than 
the electromyogram in L-3 lesions.” In his experi- 
ence when definite root compression existed the 
electromyogram was 80 to 90 per cent accurate in 
determining exact localization.* 


USES AND ADVANTAGES 


The uses and advantages. of electromyography 
are many. In the first place it supplies objective 
findings which are not obtainable by any other 
means. There is direct observation of impulse from 
the muscle fiber itself without intermediary pro- 
cedures which could add error. The test is extremely 
sensitive and is actually a microphysiologic exam- 
ination of a minute area of muscle and its nerve 
supply. It is entirely objective. The patient cannot 
change, influence or alter the findings. There are no 
after-effects or complications. The cost is reasonable. 


The test may be performed in the office. 


Electromyography is not designed to take the 
place of a neurological examination or roentgen or 
other laboratory procedures. The findings have no 
more nor less significance than other diagnostic 
data, although in certain circumstances this method 
affords valuable information which is otherwise not 
obtainable. In peripheral nerve injuries the ability 
to localize the lesion, to determine extent of involve- 
ment and to follow the progress of reinnervation is 
outstanding. 

Electromyography is of great diagnostic value in 
differentiating atrophy due to disuse, denervation or 
primary muscular disease. In atrophy of disuse the 
electromyographic response is characteristically nor- 
mal, but the disuse may be associated with nerve dam- 
age, and the two elements are difficult to separate clin- 
ically. The area atrophied by disuse may be proximal, 
adjacent or distal to the area of denervation,® but 
it does not respond to electromyography with the 
sharp wave activity and fibrillation characteristic of 
denervated muscle. The same difference in response 
may help to distinguish between atrophy due to 
denervation and that due to disuse as a result of 
malingering or hysteria. On the other hand, if a 
patient with a conversion reaction also has organic 
denervation, electromyographic study may clearly 
delineate the extent of each. Muscular diseases, too, 
can be distinguished in cases where disability may 
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be erroneously attributed to injury or occupation. 


True muscular atrophy such as in amyotrophic 
lateral sclerosis and progressive spinal muscular 
atrophy is characterized by denervation activity in 
the pleurisegmental pattern. Infectious neuronitis 
(Guillain-Barré syndrome) typically involves most 
severely the muscles supplied by the longest axons; 
hence the distal muscles are most strongly affected. 
Atrophy of muscle as a result of myopathy is a 
problem occasionally seen in adults but is more com- 
mon in children. There is dystrophic activity in mus- 
cular dystrophy and myotonic activity in the myo- 
tonias. The clinical problem of differentiating be- 
tween poliomyelitis and muscular dystrophy is re- 
solved by the finding of either a dystrophic pattern 
or the pleurisegmental lower motor neuron abnor- 
malities of poliomyelitis. 

An important feature of traumatic electromy- 
ographic changes is that they do not appear until 
18 to 21 days after injury. Therefore a study made 
immediately after injury cannot indicate the extent 
of injury; and if denervation is disclosed at that 
time, it must be due to a preexisting lesion. Con- 
versely, if denervation is not detected immediately 
after injury but appears after 21 days, it is evi- 


dently due to the recent injury and not to a previous 
one—a distinction of great practical importance in 
questions of workmen’s compensation and other 
liability for injury. 

133 South Lasky Drive, Beverly Hills. 
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Problems in Ventilation in the Immediate 
Postoperative Period 


BALANCED ANESTHESIA achieved by the administra- 
tion of intravenous barbiturates, opiates, muscle- 
relaxing drugs and nitrous oxide by inhalation, is 
the most commonly used method in California. The 
reasons for the prevalence of this method include 
pleasant induction, minimal postoperative nausea 
and vomiting, elimination of explosive agents and 
many patients’ fear or dislike of regional anesthesia 
in general and of spinal anesthesia in particular. In 
order to produce satisfactory working conditions 
for surgical procedures in which such a combina- 
tion of anesthetics is used, the dosages employed 
frequently lead to respiratory depression of either 
central or myoneural origin. The agents used intra- 
venously are not excreted by the lungs but continue 
their depressant activity until eliminated by the 
slower processes of excretion or destruction. Pro- 
longed respiratory depression or paralysis, which 
rarely occurred before balanced anesthesia came 
into wide use, are now the major causes of post- 
operative respiratory inadequacy. 

The causes of inadequate ventilation in the post- 
operative period can be grouped into five cate- 
gories: (1) Obstruction to the airway; (2) drug 
depression of the respiratory center; (3) prolonged 
effect of muscle-relaxing drugs; (4) “habit apnea,” 
occurring after long periods of ‘controlled respira- 
tion; (5) miscellaneous causes such as pulmonary 
atelectasis, pneumothorax, tight dressings and pain 
on respiration. Several of these factors may co-exist 
in the same patient. 

Obstruction of the airway anywhere between the 
nostrils or mouth and the pulmonary alveoli has 
been the most common cause of hypoxia since the 
advent of general anesthesia. Maintenance of a 
patent airway is the first principle of anesthesia 
taught to all medical students. Nevertheless, patients 
are still placed in jeopardy by such respiratory 
obstruction as laryngeal edema; tracheal compres- 
sion occurring after operations on the neck and 
even the commonplace blocking of the pharynx by 
the tongue. 


Depression of the respiratory center by drugs is 
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e In the present day practice of surgical anes- 
thesia, drugs and techniques are used which re- 
quire or lead to cessation of voluntary respiration 
by the patient. Respiration is then controlled by 
the anesthesiologist. At the termination of opera- 
tion many patients do not breathe adequately for 
variable periods of time. The causes include ob- 
struction, excessive sedation, muscle relaxants, 
the effect of controlled respiration itself and vari- 
ous miscellaneous factors. A diagnosis is made 
by taking into consideration the drugs and tech- 
niques which have been used and the character 
of the patient’s respiratory efforts, if any. The 
cause may then be treated. In some cases anti- 
dotes are available. However, until truly adequate 
spontaneous respiration is observed for some time 
the patient must have his efforts assisted. High 
oxygen concentrations must not be substituted for 
adequate ventilation. 


often seen in the postoperative period after balanced 
anesthesia has been used. The slow rate of elimina- 


‘tion of the intravenously administered drugs has 


been mentioned as a cause. Moreover, the degree of 
depression of the respiratory center during and 
after an operation, depends on the balance struck 
between the depressant effect of drugs on the one 
hand and the stimulation of pain on the other. 
Patients who have the severe pain of coronary 
thrombosis or ureteral colic tolerate large doses of 
opiates and still continue to breathe adequately. 
Cessation of the pain may bring on a pronounced 
slowing of the respiratory rate. A comparable 
phenomenon may be seen at the end of a painful 
surgical procedure: A patient who was breathing 
well during the operation drifts into slower and 
shallower breathing on termination of the stimulus 
of pain. This is particularly evident when the main 
anesthetic agent is a barbiturate. The analgesic 
properties of barbiturates are so poor that large 
amounts are necessary to obtain even moderate 
relief of pain. If repeated doses are used, a reservoir 
of the drug accumulates in the fatty tissues, with the 
result that during the postoperative period the res- 
piratory depression is even greater than it was dur- 
ing the operation.* 

The muscle relaxants are probably the most fre- 
quent cause of apnea or inadequate respiration 
occurring after the last skin suture has been tied. 
Surgeons have become so accustomed to complete 
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muscular relaxation of the patient while they oper- 
ate that paralysis of all voluntary muscles, includ- 
ing the intercostals and diaphragm, is common 
during abdominal operations. Moreover, the great- 
est degree of relaxation is requested at the time of 
the wound closure. Partial or complete paralysis 
of the muscles of respiration in the postoperative 
period may be due to long-acting relaxants used 
near the end of the operation, to the total cumu- 
lative effect of excessive dosage or, in instances, to 
unexpectedly prolonged drug action. Much investi- 
gation has been done and many theories proposed 
to explain this last, fortunately small, group.** 

“Habit apnea” is the term used to describe apnea 
occurring after a period of controlled respiration. 
The incidence of this respiratory difficulty has in- 
creased with the increased use of balanced anes- 
thesia. It may last 15 minutes or more. Depression 
of the respiratory center by inhibiting stimuli from 
repeatedly distended pulmonary alveoli (Hering- 
Breur reflex) is the main cause of such apnea, 
although narcotic depression or the low carbon 
dioxide tension of hyperventilation may also be a 
contributing factor.” 


For the purpose of discussing diagnosis and treat- 
ment, all cases of inadequate ventilation are divided 
first into those in which apnea occurs and those in 
which it does not. The latter category includes all 
patients whose spontaneous respiration is not capa- 
ble of satisfying the need for oxygen and elimi- 


nating carbon dioxide. Clinically, absence of 
cyanosis is evidence of sufficient arterial oxygen if 
the patient is not anemic. Usually it is safe to as- 
sume that if the patient is not cyanotic while breath- 
ing room air, no serious accumulation of carbon 
dioxide will occur. If the patient’s respiratory 
efforts do not fulfill these requirements, one must 
determine why and in what manner they are defi- 
cient. Examination of the chest and careful obser- 
vation of the respiratory movements will provide 
the answer. Signs of obstruction of the air passages, 
such as noisy respiration and retraction of the soft 
tissues of the chest wall during inspiration, must be 
looked for and the obstruction relieved if present. 
Movements and breath sounds of the two sides of 
the chest are compared and the position of the 
trachea in the lower neck is noted to rule out the 
possibility of pulmonary atelectasis or pneumo- 
thorax. The former is treated by thorough suction- 
ing of trachea and bronchi to aspirate mucus and 
stimulate coughing. The suctioning of plugs of 
mucus may require direct vision through a bron- 
choscope. That complete reexpansion of the lung 
has taken place should be confirmed by a roentgeno- 
gram of the chest at the earliest opportunity. Mod- 
erate pneumothorax without serious respiratory 
embarrassment requires no active treatment, al- 
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though the condition should be kept under observa- 
tion until all the air in the pleural space is 
reabsorbed and the lung fully expanded. Severe 
respiratory embarrassment caused by pneumo- 
thorax indicates that increased pressure exists in the 
pleural cavity. Such a tension pneumothorax is an 
emergency requiring immediate release of the pres- 
sure by a needle introduced through the chest wall. 
If the tension pneumothorax recurs, pleural drain- 
age by catheter to a water-seal or the use of con- 
tinuous suction may be necessary. 

The respiratory movements are also studied for 
signs of the typical gasp-like breathing, tracheal tug 
and lack of intercostal muscle activity which are 
seen in patients still partially paralyzed by muscle- 
relaxing drugs. If such signs are found and the drug 
used has been a short-acting depolarizing agent 
such as succinylcholine, a period of assisted respira- 
tion is all that is usually necessary. If curare is the 
cause of impaired breathing, neostigmine with 
atropine or edrophonium (Tensilon) may be used 
to return the respiration to normal. A second dose 
of these antidotes may be necessary to prevent the 
signs of paralysis from returning as the action of 
the first dose wears off. 


I; respiratory movements are smooth, 
symmetrical and unobstructed, the rate and 
depth are ascertained to make sure that pulmonary 
exchange is adequate. Since ventilation of the alve- 
oli is the essential purpose of external respiration, 
increased depth can compensate for a diminished 
rate, although an increased rate is not nearly so 
efficient in compensating for shallow respiration. 
Shallow respiration may do little more than venti- 
late the dead space and leave the alveolar air almost 
unchanged. Diminution of either rate or depth when 
respiration is smooth is a sign of considerable 
central depression. A slow rate is more typical of 
depression by narcotic agents, while almost all other 
central nervous system depressants predominantly 
reduce the depth. We now have reliable antagonists 
to narcotic depression of respiration in N-allylnor- 
morphine and levallorphan but in the absence of 
narcotics these agents can themselves act as respira- 
tory depressants. At present the only reliable an- 
tagonists of the non-narcotic depressants are time, 
the stimulating effect of postoperative pain and the 
return to consciousness. 

Not only can several of the causes of inadequate 
postoperative ventilation be present in the same 
patient but some of these causes can predispose the 
patient to others. Thus a partially paralyzed, de- 
pressed patient is more likely to have an obstructed 
airway or to develop atelectasis. 

A further problem is presented by apnea that 
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continues into the post-operative period. Although 
complete control of respiration is rarely a necessity 
when balanced anesthesia is used, assistance of 
respiration is often advisable. When respiration is 
assisted, many patients cease making spontaneous 
efforts and passively allow themselves to be venti- 
lated. The end of the operation finds these patients 
no less apneic than they would be from apnea delib- 
erately brought about as a necessary part of the 
operative procedure. 

In managing postoperative apnea one must first 
determine the cause. The amounts of the various 
agents used during the procedure, and the time of 
administration, are reviewed, as well as how the 
patient responded to each drug when it was admin- 
istered. An observation of exceptional sensitivity to 
any of the drugs used may help incriminate it as 
the cause of apnea. 

The first step toward making a diagnosis is the 
elimination or “washing out” of inhalation agent. 
This may so reduce the level of analgesia that pain- 
ful stimuli stir the respiratory center into activity. 
Having done this, one must make certain that he 
is not faced with mere “breath holding.” The 
presence of an endotracheal tube or an oro-pharyn- 
geal airway may be the stimulus for breath holding. 
The “breath holder” resists efforts made to expand 
his lungs fully and also demonstrates generalized 
increased muscle tone. Such patients soon resume 
spontaneous respiration. 

If the postoperative apnea is not the result of 
breath holding and if the patient has been subjected 
to controlled respiration during a long operation, 
habit apnea can be suspected. This suspicion is 
strengthened if the dosage of the drugs used was 
relatively small. Continued rhythmic controlled 
respiration tends to prolong the apnea. Oxygenation 
of the patient should be maintained by irregular 
compression of the rebreathing bag. If oxygen is 
used for this purpose, some accumulation of carbon 
dioxide is permissible but only to the point of 
allowing a slight increase in the pulse rate. When 
spontaneous respiration reestablishes itself, the 
cause of the apnea is confirmed if the patient pro- 
gresses from small gasps at a slow rate to a full 
depth and rate in a matter of minutes. 


There now remain for discussion those patients 
with apnea that is either the result of excessive 
sedation or paralysis by the muscle-relaxing drugs. 
When sedation is at fault, which is suggested if an 
excessive amount of sedative agents have been used 
during the operation, treatment can begin by coun- 
teracting the effect of the narcotics used. Both 
N-allynormorphine and levallorphan are effective in 
antagonizing the respiratory depression of narcotics. 
If barbiturates are the cause of the lack of spon- 
taneous respiration, there are as yet no reliable 
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proved antidotes although much work is reported 
in this field and several promising agents have been 
tried.* A central nervous system stimulant such as 
caffein sodium benzoate, although not specific, may 
be used with some success. Brief duration of action 
is the main disadvantage. By themselves the doses 
of the barbiturates used in the operating room 
seldom produce apnea of long duration, but the 
ensuing inadequate ventilation may require sup- 
portive treatment for many hours. 

Total paralysis caused by the muscle relaxants 
such as curare and succinylcholine should be sus- 
pected as the cause of apnea if large doses of these 
drugs were necessary during the operation. This 
occurs most frequently during long operations in 
the upper abdomen. Artificial respiration is con- 
tinued until some spontaneous efforts are observed, 
at which time antidotes may be administered. Edro- 
phonium and neostigmine with atropine are useful 
in counteracting the paralysis of the curare group of 
relaxants but they may accentuate the paralysis of 
the depolarizing agents such as succinylcholine. 
Second and third doses of the antidotes at half 
hour intervals may be necessary to maintain their 
effectiveness. Although there are no antidotes for 
succinylcholine and related relaxants of the de- 
polarizing group, the period of action of these 
drugs is briefer after the first spontaneous move- 


_ ments are observed. Some cases of apnea following 


intraperitoneal administration of neomycin have 
been reported, but they responded to neostigmine 
treatment.® 

Anyone who uses muscle relaxants often enough 
will sooner or later encounter the complications of 
postoperative apnea or partial respiratory paralysis 
of many hours’ duration, despite the use of anti- 
dotes. The patients in such cases may have a potas- 
sium deficiency and there are now reports of suc- 
cessful treatment of this condition with intravenous 
potassium. The treatment is administered by slow 
infusion of a 0.3 per cent solution of potassium 
chloride in 5 per cent dextrose in water or in one-half 
normal saline solution, the rate of infusion being 
controlled by monitoring the electrocardiographic 
tracings for signs of potassium toxicity, Perhaps 
this treatment will prove to be consistently effective 
in those cases of apnea that do not respond to the 
usual care. 

In all instances of prolonged apnea, proper venti- 
lation is the main consideration. Hypoxia, hyper- 
capnia and hypocapnia can each depress the respir- 
atory center and thus prolong the apnea, although 
each by different mechanisms of action.® Controlled 
respiration that will provide adequate oxygen sup- 
ply without seriously altering the carbon dioxide 
level is essential. If carbon dioxide analyzers were 





part of every anesthetic machine, one could rou- 
tinely monitor the carbon dioxide tension of the 
expired air. For practical purposes, if air instead 
of oxygen is used to ventilate an apneic patient’s 
lungs and the minute volume is just great enough 
to prevent cyanosis, the carbon dioxide level will 
not veer too far from normal. This can be done with 
a Kreiselman resuscitator or with an anesthetic 
machine that has a source of compressed air. 
There is usually more than one cause of post- 
operative respiratory inadequacy. Treatment con- 
sists first of establishing patent air passages and 
providing adequate ventilation. Although stimulants 
and antidotes may be available, they supplement 
rather than replace controlled or assisted ventilation 
of the lungs. A patient who can just maintain oxy- 
gen requirements while breathing a mixture with 
a high oxygen content cannot be left on his own. 
Such breathing is not sufficient to eliminate carbon 
dioxide and may also permit hypoxia if the patient 
should slump back into a more deeply sedated 
state. The danger point may be considered passed 
when the patient is able to satisfy his oxygen re- 
quirements for more than five minutes while breath- 
ing room air unassisted. A patient at that stage, 
although still showing some signs of depression or 
paralysis, can be sent safely to a recovery room to 
have oxygen administered by catheter, mask or tent. 


Problems in ventilation in the immediate post- 
operative period occur very frequently. Prompt 
recognition, diagnosis and treatment are essential 
for the prevention of serious or permanent compli- 
cations. 

University of California Hospital, San Francisco 22. 
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Plasmanate® 


A New Plasma Substitute for Pediatric Therapy 


THOMAS C. COCK, M.D., CHARLES M. BINGER, M.D., 
and JAMES L. DENNIS, M.D., Oakland 


THIS REPORT describes a two-year experience in 
which 125 infants and children have received intra- 
venous infusions of a fractionated, human-serum, 
protein solution, Plasmanate.®* This solution has the 
attributes of an ideal plasma substitute: (1) imme- 
diate availability in a clear, free-flowing, stable so- 
lution, (2) freedom from infectious agents, pyro- 
gens, toxins, and antigens, (3) a virtually potas- 
sium-free, electrolytically hypotonic solution, (4) 
oncotic activity equivalent to plasma, and (5) 
physiologic protein material. 

Fundamental objectives of this study were the de- 
velopment of clinical indications and the evaluation 
of efficacy and safety of this unique solution. 


PROPERTIES OF PLASMANATE 


The proteins of Plasmanate (albumin, alpha- 
globulin, and beta-globulin) are obtained as by- 
products during the Cohn fractionation of human 
serum in the process of recovering gamma-globulin 
and fibrinogen. When reconstituted as a 5 per cent 
solution in a diluent of 0.75 per cent saline at a pH 
of 6.75 to 7.25, the proteins show an electrophoretic 
composition of 88 per cent albumin, 7 per cent al- 
pha-globulin, and 5 per cent beta-globulin (Table 
1). The oncotic activity is comparable to that of 
plasma. The solution is virtually potassium-free and 
is hypotonic electrolytically. All the essential amino 
acids are present in the protein fraction. The possi- 
bility of transmitting the virus of homologous serum 
hepatitis has been eliminated by heating at 60° C. 
for 1114 hours. (Gellist in 1948 and Murray’ in 
1953 demonstrated that this virus is completely 
destroyed by heating at 60° C. for ten hours.) The 
proteins of Plasmanate are heat-stable and show no 
evidence of alteration by the heat treatment.® Plas- 
manate is a crystal-clear, amber solution that ap- 
pears to be infinitely stable at shelf temperature. 


_ Presented before the Section on Pediatrics at the 87th Annual Ses- 
sion of the California Medical Association, Los Angeles, April 27 to 
30, 1958. 

Children’s Hospital of the East Bay, Oakland 9. 

*Supplied by Cutter Laboratories, Berkeley. 


VOL. 89, NO. 4 + OCTOBER 1958 


e@ Plasmanate®, a human-serum protein solution, 
appears to have all the attributes of an ideal 
plasma expander. Freedom from infection, im- 
mediate availability in a clear, stable solution 
and the apparent absence of antigenic proper- 
ties are particularly valuable qualities. The effi- 
cacy and safety of Plasmanate was clinically 
demonstrated in the treatment of 125 infants 
and children. This solution seems especially ef- 
fective in the treatment of acute shock states and 
for the physiologic correction of hypoprotein- 
emia. Comparison with other plasma expanders 
makes Plasmanate the agent of choice in the ini- 
tial treatment of shock states in pediatrics. 


CLINICAL STUDIES 


Two groups of children were studied clinically. In 
one were 94 acutely ill infants and children in ex- 


_ treme shock states associated with the dehydration 


of diarrhea, toxemia and infections, and with ex- 
tensive burns. In the other were 26 chronically ill 
children who had pronounced serum protein defi- 
ciencies due to such causes as idiopathic hypopro- 
teinemia, malnutrition and burns, All children were 
observed for any reactions, complications or prob- 
lems that might be associated with the infusion of 
human-serum proteins. 

Plasmanate was used in the following dosage 
schedule: 


In acute shock states (as plasma expander): 30 
cc. per kilogram (15 cc. per pound) of body weight, 
infused intravenously at up to 5 to 10 cc. per minute. 


TABLE 1.—Electrophoretically Determined Content of Human 
Serum Protein Solution, Plasmanate® 


1. 88 per cent albumin, 7 per cent alpha globulin and 5 per 
cent beta globulin, including all essential amino acids. 
2. Electrolytes per liter: 
Sodium 
Calcium 
Magnesium 
Potassium 


Chloride 

Caprylate 
Acetyl-tryptophane 
Proteinate 





In chronic hypoproteinemia: 20 to 30 cc. per kilo- 
gram (10 to 15 cc. per pound) of body weight, in- 
fused daily, as required, by slow intravenous drip. 

Among the patients in acute shock states there 
was rapid response as indicated by improved color, 
response to stimuli, improved orientation and resto- 
ration of normotensive blood pressure in 95 per cent 
(Table 2). Four infants who were considered to 
have a hopeless prognosis on admission responded 
to therapy with clinical improvement but died later 
of causes related to the primary illness. 


TABLE 2.—Response to Plasmanate in 94 Children in Acute 
Shock States 


Sus- 
Imme- tained 
diate Clin- 
Clinical ieal 
Re- Re- 
sponse sponse 


64 63 
3 
2 


Ad- 
verse 
Reac- 

tion 


Total 


Clinical Entity Cases 


Gastroenteritis and dehydration 66 
Peritonitis 3 
Meningitis 

Pneumonitis 

Hemolytic disease of newborn.. 
Blood loss at operation 

Thermal burns 

Acute poisoning 

Hyaline membrane 

Blood dyscrasias 

Sicklemic crisis 
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Totals 


TABLE 3.—Resnonse to Plasmanate in 26 Children in 
Hypoproteinemic States 


Clinical 
Improve- 
ment 


Serum 
Protein 
Increase 


Total 


Clinical Entity Cases 


Subdural hematomata 

Thermal burns 

Cachexia (malnutrition) —.......... ... 
Postsurgical 

Chronic gastroenteritis 

Nephrosis 

Idiopathic 
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Totals 


Among the 26 children with persistent hypopro- 
teinemia associated with thermal burns, subdural 
hematoma, malnutrition and chronic diarrhea, 22 
responded to Plasmanate therapy with return of 
strength, gain in weight and satisfactory healing of 
surgical incisions and skin grafts (Table 3). Eleven 
had a significant increase in serum-protein content 
following repeated administration of Plasmanate. 

More than 300 units of the solution were given to 
125 infants and children in a period of two years. 
In no instance was there any evidence of sensitiza- 
tion, reaction or hepatitis, although 29 patients re- 
ceived repeated infusions at varying intervals (Table 
4). Thirty-seven patients subsequently received 
whole-blood transfusions, and in no instance was 
there interference with type and cross-match pro- 
cedure or with the transfusion. 


DISCUSSION 


One of the most urgent therapeutic emergencies 
encountered in pediatrics is the treatment of shock 
associated with the acute dehydration of diarrhea, 
toxemia or infection. An immediate need is to ex- 
pand the circulating blood volume safely by the 
rapid infusion of a suitable plasma expander. All 
the agents that have been offered thus far as plasma 
expanders have serious deficiencies: 

Plasma: The transmission of viral homologous- 
serum hepatitis has limited the use of this agent to 
only the most critical cases. Davidson® reported the 
incidence of hepatitis resulting from the use of 
pooled plasma to be 11.9 per cent. Shelf-stored 
plasma contains an opalescent gel with fibrin-like 
clots, which limits its immediate value as an intra- 
venous preparation.’ The content of sodium (156 
mEq. per liter) and of potassium (5.2 mEq. per 
liter) is higher than desirable and would be danger- 
ous to infuse into a dehydrated patient. The diffi- 
culty of quickly putting the lyphilized product into 
a solution limits its usefulness. 

Serum albumin: This fraction has dehydrating 
properties that contraindicate its use in dehydrated 
infants. The rapid expansion of blood volume may 


TABLE 4.—Observation for Ill Effects of Plasmanate Infusion in 125 Children 


Number of Patients Receiving 


1 unit* or less 

2 to 4 units 

ah coee 

MINI NOI, 6 cs ccsbdocsavvecenereaterncenenciveess ieee 
Totals 


*1 unit contains 250 cc. Plasmanate. 
Observation for: Hyperpyrexia, hypotension, albuminuria, urticaria. 


1lto6 
Months 
Between 
Adminis- 
trations 


6t0 18 
Months 
Between 
Adminis- 
trations 


1 Month 
Between 
Adminis- 
trations 


Immediate 
Untoward 
Effectst 


Subsequent 
Untoward 
Effectst 


tObservation for: Tissue damage, hepatitis, or interference with typing and cross-matching and transfusion procedures (37 of 125 patients were 


subsequently typed and cross-matched without interference or incident) . 
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be accomplished at the expense of the fluid in an 
already depleted extravascular compartment. The 
development of hypervolemia with congestive heart 
failure or pulmonary edema following rapid infu- 
sion of serum albumin is a real hazard. 

Amino acid solutions: Casein hydrolysates and 
other costly amino acid solutions are available. They 
are primarily designed to provide protein to the pa- 
tient in negative nitrogen balance. Their value in 
shock is minimal, and they are contraindicated if 
anuria or azotemia is present. 

Whole blood: In emergency situations, use of 
whole blood is limited by the time required for accu- 
rate typing and cross-matching, and by the immedi- 
ate danger in transfusing it into a hemoconcentrated 
vascular bed, Fatal reactions occur in approximately 
1 of 3000 transfusions® and hepatitis in 1 of 350 
transfusions.* The long-range hazards of sensitiza- 
tion and immunization are infinite. 

Bovine gelatin preparations: These are reported to 
interfere with typing and cross-matching proce- 
dures.® Most of them do not remain gels at body 
temperature. They stay in the circulatory system for 
a limited time, and it is estimated that approxi- 
mately 60 per cent is lost through the kidneys in 24 
hours. Hartmann® showed that gelatin, like other 
foreign substances, provokes formation of foam 
cells and foreign-body giant cells in the reticulo- 
endothelial system. 


Dextran® (6 per cent polysaccharide solution) : 


Allergic reactions have been reported, and a 
Schwartzman-like reaction has been produced by re- 
peated injection of Dextran into laboratory ani- 
mals.'° Recently Langdell® reported the appearance 
of a hemostatic defect- characterized by prolonged 
bleeding time in 42 per cent of normal subjects who 
had been infused with Dextran. 

Polyvinylpyrrolidone (pvp) : This agent may pro- 
duce cytotoxic changes in the nature of foam cells. 
Another disadvantage is the rapidity with which it 
is excreted from the body.? 

Polyionic solutions: Commercial polyionic solu- 
tions containing potassium and varying quantities 
of electrolytes are dangerous when blindly infused 
in the face of poor renal function and abnormal 
serum content. 

Plasmanate: The fractionated, human-serum, pro- 
tein solution herein reported appears to answer 
many of the problems. Plasmanate provides most of 
the desirable attributes of plasma with none of the 
undesirable features. The oncotic activity, physio- 
logical pH, the hypotonic electrolyte content, and 
the presence of proteins that contain all the essential 
amino acids make Plasmanate a particularly attrac- 
tive solution for initial intravenous therapy for an 
infant who is depleted by diarrheal disease. Infant 
diarrhea usually involves hemoconcentration (dimin- 


VOL. 89, NO. 4 + OCTOBER 1958 


ished blood volume), serum sodium deficiency, and 
surplus of serum chloride (hypochloremic acidosis) 
and potassium. Under such conditions, there is usu- 
ally oliguria or anuria. 

In the past, so-called physiological saline solution 
was often forced as the initial solution to combat 
shock and restore blood volume. In normal saline 
solution the chloride content is 155 mEq. per liter, 
whereas in the normal serum, chloride is only 103 
mEq. per liter. The rapid injection of physiologic 
saline solution may add a proportionately large load 
of chloride to an already high serum level and 
already overburdened kidneys. Recently, Cheek? 
demonstrated that when high initial loads of sodium 
chloride were used, there was a prolongation of 
acidosis beyond 24 hours. Administration of low 
initial sodium chloride loads was associated with a 
more consistent reduction of acidosis at 24 hours 
and with return to normal serum chemical values at 
72 hours. It seems logical to assume that Plasman- 
ate, which has relatively more sodium (111 mEq. 
per liter) than chloride (61 mEq. per liter) , osmotic 
pressure parallel to that of plasma, acidity within 
physiologic limits and negligible potassium content, 
would constitute an almost ideal solution for initial 
therapy in infants with acidosis, dehydration, and 
electrolyte depletion. The authors’ experience indi- 
cates that this is the case. 

1332 Portland Avenue, Albany (Cock). 
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importance of Caloric Intake During Renal Failure 


FRANK H. CARTER, M.D., and ROBERT T. PLUMB, M.D., San Diego 


IN ACUTE RENAL FAILURE the end-products of pro- 
tein metabolism are retained— creatinine, uric acid, 
phosphorus and sulfates among them. These cause 
metabolic acidosis and contribute to uremic se- 
quelae in the lungs, gastrointestinal tract and peri- 
cardium, as well as in the vascular and nervous 
systems. When fat and carbohydrate intake is inade- 
quate, protein becomes the main source of calories, 
and protein metabolic wastes accumulate rapidly. 
It has been estimated that 20 to 30 grams of protein 


intake is sufficient to maintain nitrogen balance;*. 


any additional protein is used for energy and 
further wastes accumulate. Moreover, stress, infec- 
tion, fever or other hypermetabolic states mobilize 
body protein in more than normal amounts, and the 
increased wastage from this cause is compounded 
by the resulting mobilization of potassium, a further 
toxic load. Some replacement of essential amino 
acids metabolized by stress and by tissue repair may 
be necessary, but as yet this requirement has not 
been assessed. 

By providing readily available fat or carbohy- 
drate, protein is spared as a caloric source and the 
accumulation of retained protein waste is retarded. 
Energy is provided to drive potassium into the cells 
and the danger of hyperkalemia is diminished. 
During renal failure fat is not completely oxidized; 
keto acids and acetate accumulate, and the keto 
acids contribute to metabolic acidosis. (Normally, 
these substances enter the carbohydrate cycle and 
are converted into carbon dioxide and water.) Re- 
cent studies® indicate that stored body fat consti- 
tutes a considerable part of the caloric supply. If 
accumulation of keto acids is to be reduced, ade- 
quate carbohydrate must be provided for the com- 
plete oxidation of fat, for depression of protein 
oxidation with its release of indisposable wastes, and 
for the return of potassium to the cells. 

The feeding of carbohydrates to a patient in 
renal failure may present a serious problem. As a 
first consideration, it must be remembered that the 
end-products of carbohydrate metabolism are car- 
bon dioxide and water. The water, then, will con- 
tribute to overhydration; hence it must be consid- 
ered in the daily computation of fluid replacement. 
Second, there is the clinical problem of encouraging 
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e Loss of excretory function in acute renal failure 
results in the retention of catabolites and fluid. 
In the absence of. available carbohydrate, endo- 
genous fat and protein become the main caloric 
sources. This results in the rapid accumulation 
of keto acids and nitrogenous wastes. By provid- 
ing readily available non-nitrogenous calories, 
protein catabolism is reduced, complete oxidation 
of fat is obtained and energy is provided to drive 
potassium into the intracellular compartment. 

The patient should be encouraged to eat despite 
his apathy, fear of vomiting and characteristically 
paranoid mood. Tube or parenteral feeding is 
complicated by the need to restrict fluid. Numer- 
ous small feedings are more successful than large 
meals. Hard candy and alcohol are often accept- 
able sources of calories, fat emulsions seldom. 
Oral hygiene aids feeding, and tranquilizers and 
anticholinergics are useful. 

If the patient does not take food by mouth, 
tube feeding may be carried out. Because of the 
bleeding tendency so often occurring in uremia, 
tube feeding may be contraindicated if it causes 
erosion of the pharynx or esophagus. Intravenous 
infusion of invert sugar, glucose and alcohol may 
be necessary if nutrition cannot be accomplished 
by other means. 


carbohydrate intake in a patient tending toward 
nausea, vomiting, apathy, and—another frequent 
feature of uremic intoxication—paranoid reaction. 
There is a basic disinclination to eat, and fasting 
presents as many difficulties as protein feeding, 
since in both conditions body protein becomes the 
main caloric source. The necessity to limit fluid 
further complicates administration of calories. 


METHODS OF TREATMENT 


During the early phase of renal shutdown, caloric 
requirements can often be met by diet alone. The 
patient must be informed of the importance of ade- 
quate intake, and every effort should be made to 
encourage the waning appetite. Since fear of vomit- 
ing becomes an obsession with many patients, it 
should be explained that after initial emesis, addi- 
tional food taken may be retained. 

Dietary planning should include: Intake of 2,000 
to 2,400 calories daily; limitation of protein to less 
than 50 gm. daily; sodium limitation to 500 mg. 
daily (unless abnormal losses occur) ; severe limi- 
tation of potassium-containing foods. 

Five or six small feedings are generally better 


tolerated than three large meals. An estimate of the 
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actual intake should be made at the time of each 
meal, so that compensatory calories may be ad- 
ministered parenterally. 

Caloric supplements to the diet should be tried. 
Many patients can retain additional carbohydrate 
in the form of hard candy or plain sugar. Starvation 
ketosis can be controlled by giving 100 gm. of 
carbohydrate which should be considered the mini- 
mum daily replacement. Ingestible fat emulsions pro- 
vide four to five calories per milliliter and are 
satisfactory for some patients, but in many they 
cause nausea, vomiting, and diarrhea. Alcoholic 
beverages used in moderation boost the caloric 
intake and provide a mild sense of well-being. The 
Borst regimen® of flour soup and butter balls may 
be tried, but it is unpalatable and generally refused 
by patients. 

Oral dryness and encrustation make feeding dif_i- 
cult. Careful attention to care of the mouth helps 
to obviate these problems. 

As retention products accumulate, ‘anorexia in- 
creases. Chlorpromazine given 30 to 60 minutes 
before meals helps to overcome nausea. Urecholine, 
5 to 10 mg. every six hours, or prostigmine 
(1:4000), 1 ml. at six-hour intervals, often im- 
proves peristalsis. 

With progression of uremia, oral feeding be- 
comes extremely difficult, but as long as peristalsis 
continues, fluid and caloric requirements may be 
supplied through a small plastic nasogastric tube. 
In most hospitals, the diet can be blended, strained 
and diluted to provide a tube feeding suitable for 
slow continuous drip administration. Blended foods 
seem to be tolerated better than fat or carbohydrate 
concentrates. A satisfactory pump has been devised? 
to force thicker fluids through plastic tubes at a 
slow continuous rate. This adjunct may help to in- 
crease caloric intake. Repeated observation for 
erosion in the nasopharynx is necessary, as severe 
bleeding may ensue. The bleeding diathesis that 
often occurs in uremia contraindicates the use of 
a nasogastric tube. Tube’ feeding should be dis- 
continued if the abdomen becomes silent. 

Further progression into the uremic state pro- 
duces intestinal atonia and complete revulsion toward 
alimentary intake. At this point, it is necessary to 
resort to continuous parenteral nutrition. A cannula 
placed in the superior vena cava (via external jugu- 
lar or cephalic vein), or in the inferior vena cava 
(via superficial external pudendal or saphenous 
vein) can be used for both hypertonic parenteral 
fluid administration and dialysis. Such a cannula 
should remain effective for two to three weeks with 
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proper care. Heparin sodium, 50 mg. added to each 
liter of fluid, usually maintains the patency of the 
cannula. If the cannula is inserted through a stab 
wound, better wound healing can be obtained and 
infection is diminished. This procedure allows the 
initial incision to heal per primum.* 

The fluids of choice are 40 per cent invert sugar 
and 50 per cent glucose. Regular insulin, one unit 
for each 5 gm. of sugar, should be added to each 
infusion. One hundred milliliters of 95 per cent 
ethyl alcohol, used as a supplement, provides about 
400 calories. When diluted in one liter of fluid, this 
provides a sense of well-being without danger of 
intoxication. As yet, fat emulsions satisfactory for 
intravenous administration are not readily avail- 
able. The ideal solution would be a combined fat 
and carbohydrate mixture of stable composition, 
free of pyrogenic ingredients. 

To insure slow even infusion over any 24-hour 
period, infusion bottles should be marked at hourly- 
level intervals and the consumption checked fre- 
quently by attendants. 

Severe vitamin depletion is a concomitant of the 
uremic state. Vitamin replacement carried out as 
nutrients are being given enhances utilization of 
caloric intake. 

No single method of treatment is ideal. Each 
patient must be critically observed through each 
stage in the progression of the uremic process. Each 
mode of therapy must be analyzed and must be 
discarded when it no longer serves the intended 
purpose. The wide range of patient response neces- 
sitates a varied armamentarium. 

2001 Fourth Avenue, San Diego 1 (Carter) . 
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Effectiveness of Antacids in Reducing Digestive Disturbances 
In Patients Treated with Prednisone and Prednisolone 


EDWARD W. BOLAND, M.D., and NATHAN E. HEADLEY, M.D., Los Angeles 


THE DEVELOPMENT of digestive complaints and the 
production, aggravation and reactivation of peptic 
ulcers are well-known complications of adrenal cor- 
ticosteroid therapy. Shortly after prednisone and 
prednisolone were introduced clinically, attention 
was drawn to their potential ulcerogenic properties.” 
Subsequent experience has led many, though not 
all, investigators to the conclusion that these syn- 
thetic analogs promote gastroduodenal disturbances 
more frequently than do the naturally occurring 
hormones, hydrocortisone and cortisone. 


There is a disparity in the reported incidence of 
digestive complaints and of peptic ulcers demon- 
strated roentgenographically among rheumatoid pa- 
tients who have received prednisone and predni- 
solone for long periods. Bunim and co-workers* 
found that six of 39 patients treated for periods up 
to two years developed peptic ulcers, an incidence of 
16 per cent. Later, when their series was enlarged 
to 59 patients, ulcers were detected in 15 patients 
(duodenal in nine, gastric in five, duodenal and 
gastric in one), an incidence of 25 per cent.® An 
even higher occurrence rate was noted by Kam- 
merer, Freiberger and Rivelis;!° of 88 patients 
maintained on prednisone, 31 developed peptic ul- 
cers (35 per cent) during the course of adminis- 
tration. 


In a group of 156 rheumatoid patients treated by 
Stolzer and collaborators'® with prednisone or pred- 
nisolone, 48 per cent experienced symptoms of 
gastric irritation; the distress occurred twice as 
frequently as it did with agents the patients had 
received previously (cortisone, hydrocortisone, sali- 
cylates, phenylbutazone or gold salts), Gastroduo- 
denal x-ray studies were done in 43 patients with 
severe or persistent dyspepsia, but not in all patients 
of the series; in seven patients peptic ulcers were 
demonstrated (duodenal in four, gastric in three) 
and in three others the findings were interpreted as 
hypertrophic gastritis. Neustadt'* observed that 30 
per cent of 47 patients treated for more than one 
year with prednisone or prednisolone complained 
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e To appraise the efficiency of complemental 
antacid administration in preventing and reduc- 
ing digestive disturbances during prolonged 
treatment, with prednisone and prednisolone, 
100 patients with active rheumatoid arthritis 
who were maintained on combined antacid and 
prednisone or prednisolone therapy for periods 
of one year or longer, were studied clinically 
and roentgenographically. Antacid therapy con- 
sisted of 300 mg. of dried aluminum hydroxide 
gel and 50 mg. of magnesium trisilicate taken 
with each 2.5 mg. dose of the steroids. 

Digestive symptoms, such as indigestion, heart- 
burn, sour eructations, gnawing epigastric dis- 
tress and the like, were experienced by 18 per 
cent of patients during treatment with predni- 
sone or prednisolone combined with antacids. 
Among patients who had been maintained on the 
steroids without antacids beforehand, the inci- 
dence of digestive complaints was reduced from 
38 per cent to 17 per cent by the addition of 
alkali therapy, and the severity of the distress 
decreased in others. 

Active peptic ulcers were detected roentgeno- 
graphically in three of the 100 patients. In two 
instances the ulcers were asymptomatic and in 
two instances they were considered as reactiva- 
tions of previously healed lesions. The incidence 
of active ulcers in this series was substantially 
lower than that reported by several investigators 
among patients treated with prednisone and 
prednisolone without the concomitant adminis- 
tration of alkalis. The size of dosage and indi- 
vidual susceptibility appeared to be important 
factors in the development of digestive’ disturb- 
ances from steroids. 

Results of the study indicated that the com- 
plemental use of antacids with each divided 
dose of steroid is highly effective in reducing 
the frequency and severity of digestive symp- 
toms during prednisone and prednisolone ad- 
ministration. The low incidence (3 per cent) 
for roentgenographically demonstrable active 
lesions in the series suggests that the addition 
of acid-neutralizing agents during prolonged 
treatment with these steroids may afford at least 
partial protection against the development and 
reactivation of peptic ulcers. 


of dyspepsia—but in only two of the patients with 
this symptom was there roentgenographic evidence 
of ulcer (gastric in both cases). Gastrointestinal 
disturbances were a minor problem among patients 
treated with prednisone by Rothermich and Phil- 
ips;'> gastrointestinal x-ray studies were not done 
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routinely, but in only five of 48 patients receiving 
the steroid for periods averaging approximately six 
months did digestive symptoms develop. 

The application of alkalis with prednisone and 
prednisolone as prophylaxis against gastric distress 
and peptic ulcers was suggested by Bunim and co- 
workers,”"* and Stolzer and associates!® found the 
measure to be effective in reducing digestive symp- 
toms. However, other observers have expressed the 
belief that antacid therapy is unwarranted,!® and 
some have considered that it may be contraindicated, 
for by lessening symptoms the physician may be 
lulled into a false sense of security.'° 


EARLIER EXPERIENCES OF THE AUTHORS 


Our preliminary studies with prednisone and 
prednisolone in the treatment of patients with rheu- 
matoid arthritis indicated that digestive symptoms 
occurred much more frequently than during hydro- 
cortisone therapy.**5 Among 141 patients treated 
with the newer analogs, 109 were transferred di- 
rectly from hydrocortisone. Following the substitu- 
tion of prednisone or prednisolone, the incidence of 
digestive complaints rose sharply; the incidence was 
6.4 per cent during hydrocortisone administration 
and 30 per cent while the patients were maintained 
on prednisone or prednisolone. Gastroduodenal 
x-ray studies were done in 33 symptomatic cases and 
in eight of them ulcers (four gastric, four duo- 
denal) were exhibited; three were complicated by 
gross hemorrhage. Maintenance dosages ranged 
from 4 to 20 mg. a day and averaged 11.2 mg. for 
the group. The total daily requirement was divided 
into three or four doses, which were taken routinely 
after meals or with food; no other prophylactic 
measures were invoked. With strict ulcer manage- 
ment (diet, interval feedings, antacids and anti- 
cholinergic drugs) the ulcers healed in each in- 
stance; steroid administration was stopped in three 
patients but not in five. 

During 1955 the authors began to prescribe com- 
plemental antacid preparations in conjunction with 
prednisone and prednisolone therapy, at first for 
patients with digestive symptoms, later routinely. 
A tablet containing dried aluminum hydroxide gel 
and magnesium trisilicate or magnesium hydroxide 
was given with each divided dose of the steroids. It 
was soon evident that the incidence of digestive 
symptoms was reduced substantially by the con- 
comitant use of alkalis. Early in 1956 our total 
group of 151 patients being maintained on pred- 
nisone or prednisolone underwent routine gastroin- 
testinal x-ray examination.® Nine active peptic ulcers 
(six gastric, three duodenal) were identified, an 
incidence of 6 per cent; two of the gastric lesions 
were asymptomatic. No conclusions could be drawn 
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from the study regarding the effectiveness of ant- 
acids in lessening the incidence of ulcer formation 
because patients included in the series did not re- 
ceive alkalis uniformly; some had taken them regu- 
larly for long periods, others for short periods or 
irregularly, while still others had not taken them at 
all. Nevertheless, the overall incidence of peptic 
ulcers was considerably lower than that reported by 
some investigators. 


METHOD OF INVESTIGATION AND GENERAL DATA 


The present study was undertaken to deter- 
mine the incidence of digestive disturbances in a 
group of 100 unselected patients with rheumatoid 
arthritis who had taken complemental antacid prep- 
arations consistently with each dose of prednisone 
or prednisolone for continuous periods of a year or 
longer. The patients were questioned regarding 
gastrointestinal complaints, and within a period of 
a month (December 15, 1957, to January 15, 1958) 
they were subjected to roentgenographic examina- 
tions of the upper gastrointestinal tract. At first 
some patients took a tablet containing dried alu- 
minum hydroxide gel and magnesium trisilicate or 
magnesium hydroxide with each 2.5 mg. tablet of 
prednisone or prednisolone, but after May, 1956, 
the alkalis and steroid were prescribed in a single 
compressed tablet* (each tablet contained 2.5 mg. 
of either prednisone or prednisolone combined with 
300 mg. of dried aluminum hydroxide gel and 50 
mg. of magnesium trisilicate). The medicines were 
taken after meals, or with a small quantity of food 
when taken at bedtime. Patients were asked to 
exclude highly-seasoned and irritating foods from 
their diets. Modified ulcer diets were prescribed for 
four patients with known previous, but currently 
healed, peptic ulcers. Anticholinergic drugs were 
taken by two patients who had had gastrointestinal 
hemorrhages in the past. 


The distribution of patients as to sex, age, severity 
and duration of the rheumatoid arthritis is given in 
Table 1. 


Each patient received prednisone or prednisolone 
combined with antacid preparations for a year or 
longer. The majority had been maintained before- 
hand on steroid therapy (hydrocortisone or corti- 
sone and later prednisone or prednisolone) for ex- 
tended periods. The average duration of continuous 
steroid administration for the group was 41.7 
months, and the range was from 12 to 96 months. 
Sixty-four of the 100 patients had taken prednisone 
or prednisolone without concomitant alkalis (for 4 
to 22 months; average 11.5 months) before com- 


*Supplied by the Merck, Sharp and Dohme Research Laboratories, 
Division of Merck and Co., Inc., Rahway, N. J., as ‘“‘Co-deltra’’ and 
““Co-hydeltra.”’ 
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TABLE 1.—Composition of Series of 100 Patients with Active 
Peripheral Rheumatoid Arthritis Treated with Prednisone or 
Prednisolone Combined with Antacids 


Sex: Disease severity: 


Females Moderately severe 


Age: 
Average: 51 years 


Range: 15 to 78 years 
Decade of life: 


Disease duration: 


Average: 138.8 months 
Range: 20 to 456 months 
Under 2 years 2 
2 to 5 years 

6 to 10 years 

Over 10 years 


bined therapy was begun. Thirty-six patients took 
the steroids together with antacids from the begin- 
ning of treatment. The usual maintenance doses of 
the drugs are shown in Table 2. 


RESULTS OF STUDY 


Digestive Symptoms (Table 3). Eighteen patients 
(18 per cent) had symptoms of digestive disturb- 
ance, such as indigestion, heartburn, sour eructa- 
tions, gnawing epigastric distress, postcibal nausea 
and the like, during the administration of pred- 
nisone or prednisolone combined with antacids. In 
12 patients the complaints were mild or transient 
and were not consistent with the diagnosis of peptic 
ulcer on the basis of symptomatic criteria alone. 
The distress in six patients was either persistent or 
frequently recurring and, from description, had 
qualitative features compatible with those considered 
characteristic of ulcer. 

Among the 64 patients who had been maintained 
on prednisone or prednisolone therapy without al- 
kalis for variable periods beforehand, there was a 
decided lessening of digestive complaints after ant- 
acids were added. Twenty-four (38 per cent) had 
significant symptoms before antacid agents were 
included, as compared with 11 (17 per cent) there- 
after. The changes in symptoms following the insti- 
tution of alkalis are listed in Table 3. 

Of interest was the incidence of symptoms among 
patients with history of ulcers. A diagnosis of peptic 
ulcer, substantiated roentgenographically, had been 
made in nine of the one hundred patients before they 
received steroid therapy. During the administration 
of prednisone or prednisolone with antacid agents, 
seven of these (78 per cent) had digestive symptoms, 
compared with 11 of the 91 remaining patients 
(12 per cent). 

The development of digestive symptoms was in- 
fluenced by the size of maintenance dose employed. 
Distress occurred in 12.5 per cent of patients who 
received less than 10 mg. a day, and in 23 per cent 
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TABLE 2.—Duration of Steroid Therapy and Maintenance Dosages 
Employed (100 Patients) 


Total duration of steroid 
12 to 96 months (average, 41.7 months) 
Total duration of therapy with prednisone or 
prednisolone combined with 
antacid agents......12 to 36 months (average, 20.1 months) 


Number of patients treated with prednisone or 
prednisolone alone and later transferred to 
same steroid combined with antacid agents. 


Number of patients treated with prednisone or 
prednisolone combined with antacid agents 
from the beginning 


Usual daily maintenance dosages of predni- 
sone or prednisolone combined with antacid 
agents at the time of analysis: 
Range: 5 to 20 mg. Average for the group: 9:45 mg. 
Less than 10 mg 
10 to 15 mg. 
More than 15 mg 


TABLE 3.—Digestive Symptoms in Patients Treated with Predni- 
sone or Prednisolone Combined with Antacid Agents— 
Summary of Data 


Number of patients with significant digestive symp- 

toms during treatment with prednisone or pred- 
nisolone and antacid agents 18 of 100 (18%) 

Number of patients with symptoms during pred- 

nisone or prednisolone therapy without antacid 
24 of 64 (38%) 

Number of patients with symptoms following the 
addition of antacid agents. 11 of 64 (17%) 


Change in severity of symptoms after the addition 
of antacid agents (24 patients) : 
Disappeared 
Decreased 
Unchanged 


Incidence of symptoms in relation to size of daily 
steroid dosage (100 patients) : 
Less than 10 mg 6 of 48 patients (12.5%) 

10 to 15 mg 12 of 50 patients (24%) 


Over 15 mg 0 of 2 patients 


Incidence of symptoms in relation to total duration 
of steroid therapy: 
Less than 2 years 4 of 28 patients (14%) 

2 to 5 years 10 of 52 patients (19%) 


Over 5 years 4 of 20 patients (20%) 
Incidence of symptoms in relation to past history of 

ulcer: 

Past history of ulcer (9 patients) 

No past history of ulcer (91 patients) 
Incidence of symptoms in relation to sex: 


7 (78%) 
11 (12%) 


3 of 25 (12%) 
15 of 75 (20%) 


of those receiving 10 mg. a day or more. There 
appeared to be some correlation between the occur- 
rence rate of symptoms and the total duration of 
steroid therapy: The rate was 14 per cent among 
patients treated for less than two years, 19 per cent 
among patients treated for two to five years, and 20 
per cent in patients treated for longer than five 
years (Table 3). The incidence of symptoms was 
higher in women (20 per cent) than in men (12 per 
cent), There was no consistent relationship between 
gastric complaints and the presence of other indi- 
vidual side effects from the drugs. 
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Roentgenographic Findings. The incidence of 
roentgenographically demonstrable ulcers in this 
series was small (Table 4). Only three active ulcer 
craters were detected among the 100 patients, two 
prepyloric in location and one in the duodenum. 
Two of these patients had previous history of peptic 
ulcer; pretreatment x-ray studies disclosed a scarred 
duodenal bulb in one and slight prepyloric narrow- 
ing, but no ulcer crater, in the other. The ulcers were 
asymptomatic in two of the three patients. The aver- 
age maintenance dosage was 8.75 mg. a day for one 
patient and 10 mg. a day for the other two. The 
routine roentgenographic studies disclosed various 
other abnormalities, which are listed in Table 4. 


COMMENT 


The pathophysiologic mechanisms involved in the 
production of digestive disturbances during treat- 
ment with adrenocortical steroids in general, and 
with prednisone and prednisolone in particular, are 
far from understood. The general thesis that peptic 
ulcers result from failure of the gastroduodenal 
mucosa to withstand the digestive action of gastric 
acids and pepsin may be accepted, but the specific 
factors at fault in steroid-associated ulcers remain 
conjectural. Studies in human subjects indicate that 
corticosteroid administration causes a rise in the 
secretion of gastric acids and pepsin in some pa- 
tients but not in others. Forsham and co-workers® 
observed that the elaboration of hydrochloric acid 
was increased in approximately one half of patients 
receiving corticosteroid therapy. Among those show- 
ing hyperacidity, prednisone and prednisolone pro- 
voked the secretion of about twice as much free 
hydrochloric acid as did hydrocortisone when the 
substances were taken in dosages of comparable 
anti-inflammatory potency. But it would seem, as 
Kirsner!? suggested, that factors other than hyper- 
secretion may be implicated. This may be true par- 
ticularly with gastric ulcers, which occur in unusu- 
ally high proportions in steroid-treated patients, 
because such lesions may develop with normal or 
subnormal outputs of acid and pepsin. The possi- 
bility of lowered gastroduodenal tissue resistance 
from prolonged steroid administration, or, in the 
case of rheumatoid arthritis, from chronic debili- 
tating disease also, has received consideration in 
pathogenesis. 


Regardless of theoretical and controversial issues, 
it has been evident to us that digestive symptoms, 
both in respect to frequency and severity, are re- 
duced substantially in patients treated with pred- 
nisone or prednisolone when the drugs are taken 
in combination with antacid preparations, Further- 
more, the low incidence (3 per cent) of roentgen- 
ographically demonstrable ulcers suggests that the 
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TABLE 4.—Gastroduodenal Abnormalities Observed Roentgeno- 
graphically in 100 Patients Treated with Prednisone or 
Prednisolone Combined with Antacid Agents 


Active peptic ulcer (gastric, 2; duodenal, 1) 
Healed peptic ulcer (gastric, 1; duodenal, 3) 
Irritable duodenal bulb 

Duodenal diverticulum 

Gastric diverticulum 

Paraesophageal hernia 


regular use of acid-neutralizing agents may afford 
at least partial protection against peptic ulcers. Cer- 
tainly the occurrence rate for ulcers in our series 
was decidedly smaller than that reported by some 
investigators from prednisone and prednisolone 
therapy given without complemental antacid agents, 
and actually it was not greater than that which has 
been noted in rheumatoid arthritic patients treated 
by conservative measures alone (6 per cent to 8 per 
cent;'* 3 per cent in women, 6 per cent in men’). 
All the patients here reported upon were examined 
roentgenographically within a span of 30 days and 
the results represent an incidence for peptic ulcer at 
one particular time during the course of treatment. 
How many ulcers may have occurred, and then sub- 
sequently healed, during the many months of con- 
tinuous administration is not known. Of interest, and 
perhaps of importance, is the fact that no complica- 
tions of ulcer, such as perforation or hemorrhage, 
developed among patients in this series, and only 
one instance of gastrointestinal hemorrhage has been 
encountered in our practice since antacid agents 
have been used routinely with prednisone and pred- 
nisolone. 


The relation of digestive disturbances to the size 
of the maintenance dose of steroid employed de- 
serves comment. The frequency of these complica- 
tions, like other adverse effects from the drugs, in- 
creases as larger daily amounts are used. Undoubt- 
edly the low incidence of ulcer in the present study 
may be ascribed in part to adherence to low dosage 
schedules. Despite the fact that the majority of pa- 
tients (66 per cent) had severe or moderately severe 
disease, the daily maintenance dose averaged 9.45 
mg. for the group, and only two of the 100 patients 
received amounts greater than 15 mg. a day. The 
influence of dosage on the occurrence rate of ulcers 
associated with prednisone and prednisolone has 
been emphasized by other investigators. Kern, Clark 
and Lukens"! reported ulcers in three of 14 patients 
(21 per cent) who were receiving dosages averaging 
20 mg. or more a day, and in none of 54 patients 
taking 15 mg. a day or less. With prednisone the 
incidence of ulcer, in the experience of Kammerer, 
Freiberger and Rivelis,1° was as follows: Approx- 
imately 10 per cent with dosages of 2.5 to 7.5 mg.; 
45 per cent with dosages of 10 to 15 mg.; and 50 
per cent with dosages greater than 15 mg. a day. 
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Of 16 patients found to have peptic ulcers by Bunim 
and collaborators,’ 13 received prednisone or pred- 
nisolone in daily dosages of 15 to 30 mg., and three 
were maintained on 10 mg. or less. 

Individual susceptibility, especially as indicated 
by previous history of peptic ulcer or of ulcer-like 
distress, plays an important role in the development 
of digestive disturbances during treatment with 
prednisone or prednisolone and other steroids with 
adrenal cortical action. This was again obvious in 
the present study when it was recorded that 78 per 
cent of patients with a previous history of peptic 
ulcer had digestive complaints, in contrast to 12 
per cent of patients with no history of ulcer in the 
past. Moreover, two of the three peptic ulcers which 
were demonstrated roentgenographically occurred in 
patients known to have had ulcers before treatment, 
and it is probable the lesions were reactivations. 

2210 West Third Street, Los Angeles 57 (Boland). 
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Cancer, Coronary Artery Disease and Smoking 


A Preliminary Report on Differences in Incidence Between 


Seventh-day Adventists and Others 


ERNST L. WYNDER, M.D., New York City, and 


DURING RECENT YEARS much evidence, presumptive, 
statistical, pathological, biological and chemical, has 
been accumulated pointing to smoking, particularly 
of cigarettes, as a cause of primary cancer of the 
lung.’ The causative connection between smoking 
and lung cancer has now been regarded as proved 
by the Surgeon General of the U. 'S. Public Health 
Service and the British Ministry of Health.*? Our 
own studies have indicated that occupational ex- 
posures and air pollution play a much lesser role 
in the development of lung cancer.’” As far as cancer 
of the mouth, larynx and esophagus are concerned, 
all types of smoking have been shown to play an 
important etiologic role.®:®1° However, in these lo- 
cations cigar and pipe smoking are known to carry 
a greater risk than cigarette smoking. Heavy smok- 
ers were shown to have a further increased risk of 
getting these diseases if they were also heavy whis- 
key consumers. 

In the development of coronary artery disease and 
myocardial infarction a number of etiologic factors 
have been suspected, including diet, especially animal 
fats, endocrine factors, stress and strain, as well as 
smoking.‘ The latter factor was most recently em- 
phasized in a study by Hammond and Horn which 
showed that the incidence of myocardial infarction 
is 70 per cent greater in smokers than in non- 
smokers. 

The present study was conducted to further eluci- 
date some of the above points by noting the hospital 
incidence of these diseases, as well as the incidence 
of other cancers in a nonsmoking and nondrinking 
population, largely located in urban and industrial 
areas. The more detailed findings of this study will 
be reported subsequently.’* In addition, one of us 
(F. L.) is engaged in a prospective study covering 
the total Seventh-day Adventist population in Cali- 
fornia. 


From the Section of Epidemiology, Division of Preventive Medi- 
cine, Sloan-Kettering Institute, New York, and the Department of 
Preventive Medicine and Public Health, College of Medical Evan- 
gelists, School of Medicine, Loma Linda. 


Presented before the Section on Internal Medicine at the 87th An- 


nual Session of the California Medical Association, Los Angeles, April 
27 to 30, 1958. 
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e A study was made of the incidence of certain 
types of disease among Seventh-day Adventists, 
a religious group of special interest because they 
refrain from smoking and drinking. 

Epidermoid cancer of the lung, previously 
shown to be related to smoking, was 10 times less 
common among Seventh-day Adventists than 
among the general population, even among those 
Seventh-day Adventists living in.the Los Angeles 
area where all are exposed to smog. Similarly, 
cancers of the mouth, larynx, and esophagus, 
previously shown to be related not only to smok- 
ing but also to heavy drinking, were at least 10 
times less common among Seventh-day Adventist 
men than among men of the general population. 
All other types of cancer, with the exception of 
cancer of the bladder and cervix, occurred among 
Seventh-day Adventists with the same frequency 

. as in the general population. The latter occurred 

slightly less than in the general population. 

Myocardial infarction in Seventh-day Adven- 
tist males was less frequent and occurred at a 
later age than among males in the general pop- 
ulation; while the age distribution of the disease 
among the Seventh-day Adventist females was 
similar to that of females in the general popula- 
tion. 


BACKGROUND DATA 


This study is based upon the analysis of hospital 
records of eight Seventh-day Adventist hospitals 
including the following: Loma Linda, White Me- 
morial, Glendale, Paradise Valley and St. Helena in 
California; Hinsdale Hospital, Hinsdale, Illinois; 
Washington Sanitarium and Hospital, Washington, 
D. C.; and New England Sanitarium and Hospital, 
Boston, Massachusetts. It involved a survey of all 
cancer and coronary artery disease reported in these 
hospitals for the study period and included 8,128 
non-Seventh-day Adventists and 564 Seventh-day 
Adventists with such diagnoses. The total number 
of cases reviewed, in both male and female patients, 
was 3,679 for cancer, 3,082 for coronary artery 
disease and 1,931 for myocardial infarction. Fifty- 
two per cent of the total cases came from hospitals 
in the Los Angeles area. In addition to studying the 
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patients’ case records, we interrogated Seventh-day 
Adventist males and females drawn from the South- 
ern California hospital patient population to obtain 
information about their background and environ- 
mental habits. Fifty-five per cent of Seventh-day 
Adventists over the age of 40 were found to have 
belonged to another religion (usually Protestant) 
before joining the Seventh-day Adventist Church. 
Very few females had a history of smoking. Seventy- 
one per cent of Seventh-day Adventist males over 
the age of 40 were found to have never smoked; 
23 per cent, though having done so, smoked for less 
than 20 years. Thus, only 6 per cent of the Seventh- 
day Adventist males had a smoking history of 
more than 20 years, which compares to 85.4 per cent 
in a sample of the general population. Only 3.5 per 
cent had still smoked occasionally during the five- 
year period after joining the church. Therefore, as 
far as long-term smoking habits are concerned, the 
Seventh-day Adventist males are similar to females 
in the general population. 

Alcohol consumption is also uncommon among 
Seventh-day Adventists of both sexes. Seventy-seven 
per cent of males never drank alcohol and only 0.5 
per cent of the males admitted some drinking after 
joining the church. Thus, for all practical purposes 
they were a nonsmoking and nondrinking popu- 
lation. 

The dietary intake of Seventh-day Adventists also 
differs from that of the general population. Only 
41 per cent of the Seventh-day Adventists eat meat, 
and those who do, eat less than does the general 
population. We found only 5 per cent among the 
general population who do not eat meat. Only 9 
per cent of the Seventh-day Adventists drank coffee 
regularly and 17 per cent drank tea. Egg and butter 
consumption was similar to that of the general pop- 
ulation; milk consumption was found to be higher. 
Thirty-three per cent of the Seventh-day Adventist 
males consumed more than three glasses of milk a 
day, compared with 13 per cent among the controls. 
However, the diet of Seventh-day Adventist males 
and females was quite similar. These background 
data are based upon interviews with 261 male and 
199 female Seventh-day Adventists. Further inter- 
views, yielding additional details, especially of 
dietary habits, are being carried out and will be 
presented in our final report.!* 

Except for a somewhat larger proportion of pro- 
fessional people, the occupations of Seventh-day 
Adventists in this group are similar to those in the 
general population. 

In summary, the Seventh-day Adventist group 
was for the most part made up of persons who had 
never smoked or had not smoked for long terms and 
who did not use alcoholic beverages, but otherwise 
differed from the general population only in lower 


268 


DISTRIBUTION OF HOSPITAL CANCER CASES (BY SITE AND SEX) 
Male Seventh Day Adventists 


O observed no, 


Epidermoid Cancers @ expected no, 


Lung -#—o—H 
Mouth, Esophagus, ; e ; 


Larynx 
Bladder Q——__@—_—_ 


Non-Epidermoid Cancers 
Lung (Adeno) 
CNS 
Pancreas 
Misc. 2 
Leukemia 
Lymphoma 
Stomach 
Misc. 1 
Colon, Rectum 
Prostate 


+4 


10 20 x 4 
Number of Male SD A's 
Chart 1.—The actual number of Seventh-day Adventists 
at each site is represented by the white circle. The black 
line represents the range into which the actual number 
of Seventh-day Adventists should fall if the following 
assumptions are true: (1) Seventh-day Adventists have 
the same chance of appearing at a given site on the chart 
as the non-Seventh-day Adventists and (2) the Seventh- 
day Adventists are 8.8 per cent of the non-Seventh-day 
Adventist hospital population. If these assumptions are 
true, then the actual numbers of the Seventh-day Ad- 
ventists will fall within the given ranges approximately 
95 per cent of the time. 
In Charts 1 and 2, the classification “Miscellaneous 2” 
embraces skin cancers of all types and “Miscellaneous 1” 
includes all cancers not otherwise listed. 


intake of meat, coffee and tea and higher intake 
of milk. 


Expectations 

If the factors of smoking and alcohol consump- 
tion are of etiological significance in the develop- 
ment of certain diseases, then the following conjec- 
tures could be made as to these diseases in this 
group: 

1. Lung cancer, found to be significantly related 
to smoking but not to drinking, would be less by at 
least 90 per cent in the males of this study group 
than in the general population, the male and female 
rate tending to be equal. 


2. Cancer of the mouth, larynx and esophagus, 
found to be related to smoking and heavy drinking, 
would be lower in the study group by at least 90 
per cent, and the male and female rates would again 
tend to be equal. 

3. Myocardial infarction would be significantly 
less, particularly in the younger males, and the male 
and female rates as well as the age distribution 
among males and females would tend to be equal. 
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DISTRIBUTION OF HOSPITAL CANCER CASES (BY SITE AND SEX) 
Female Seventh Day Adventists 


Oobserved no. 


Epidermoid Cancers @expected no, 


Lung* 
Bladder, oe 
Cervix > ey eet 
Mouth, Esophagus, 
Larynx 
Non-Epidermoid Cancer 
CNS 
Pancreas 
Leukemia 
Lymphoma 
Stomach 
Misc. 2 
Uterus 
Misc. 1 
Rectum, Colon 
Breast 
0 10 20 


* includes non-epidermoid Number of Female SD A's 


Chart 2.—See note under Chart 1: 


RESULTS 


Cancer 


Chart 1 shows the results for the cancer cases, in 
males, presented as observed and expected numbers.” 
The expected values are based on the per cent of 
the Seventh-day Adventist hospital admissions, 
which is 8.8 per cent of the non-Seventh-day Ad- 


ventist group. It will be noted that for the non- 
epidermoid cancers the observed values are within 
statistical expectation; this also includes adenocar- 
cinoma of the lung. The difference for bladder can- 
cer is just statistically significant. This is of interest 
in view of the fact that bladder cancer has also been 
shown to have some association with smoking.” The 
differences are greatest for cancer of the mouth, 
esophagus, larynx and lung. There were 133 cases 
of cancer of the mouth, lip and esophagus among 
non-Seventh-day Adventists. The expected number 
of such cases among the Seventh-day Adventists was 
11.8, but we only found one cancer in this area, a 
cancer of the lip. Cancer of the lip is known to be 
precipitated by overexposure to sunlight. There were 
118 cases of lung cancer in non-Seventh-day Ad- 
ventists, all histologically proved to be either epi- 
dermoid or anaplastic. The expected number in 
Seventh-day Adventists was 10.4. We found only 
one. This one case occurred in a 63-year-old 
Seventh-day Adventist man who, unlike most Sev- 
enth-day Adventists, had been a regular one-pack- 
a-day smoker for 25 years before joining the church 
in 1941. Lung cancer developed in 1954. In addi- 
tion, this man had long-term exposure to metal dust 
and metal burning. 


“The statistical analysis of this data was carried out by Dr. I. J. 
Bross and Mrs. Charlotte W. Zweifach. 
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CORONARY ARTERY DISEASE 


8 


O OBSERVED 
@ EXPECTED 


NUMBER OF SEVENTH DAY ADVENTISTS 
& @ 
o °o 


MALE FEMALE 
SEVENTH DAY ADVENTISTS 


Chart 3.—See note under Chart 1. 


The data for females is shown in Chart 2. The 
rates for lung, mouth, esophagus and larynx cancer 
among male and female Seventh-day Adventists are 
similar, giving a sex ratio near 1:1. Among the 
cases in females, no significant difference was found 
in the expected and observed values except for 
cancer of the cervix. There were 186 cases in the 
non-Seventh-day Adventists; the expected number 
for Seventh-day Adventists was 16.4, and we found 
six. This may be a result of better hygiene among 
Seventh-day Adventist males as compared with 
males in the general hospital population as seen in 
this study, a factor considered to be important in 
the incidence of cancer of the cervix in previous 
studies." 


Coronary Artery Disease 


For both coronary artery disease and myocardial 
infarction the observed values were significantly 
lower for Seventh-day Adventist males and were 
similar to the expected values for Seventh-day Ad- 
ventist females (Charts 3 and 4). In view of the 
more definitive diagnosis of myocardial infarction 
as compared with other coronary artery disease, the 
former data may be more pertinent, although both 
show the same trend. Both coronary artery disease 
and myocardial infarction occur among Seventh-day 
Adventist males at about 40 per cent less than ex- 


269 





MYOCARDIAL INFARCTION 
O OBSERVED 
@ EXPECTED 


@ NM 
Oo Oo 


NUMBER OF SEVENTH DAY ADVENTISTS 
$ 
oO 


MALE FEMALE 
SEVENTH DAY ADVENTISTS 


Chart 4.—See note under Chart 1. 


pected rates as compared with the male controls 
in this study. Of particular interest was a study of 
the age distribution of coronary artery disease and 
myocardial infarction as summarized by the accum- 
ulated age total in Charts 5 and 6. These graphs 
show the same age distribution for these diseases 
among the Seventh-day Adventist males and females 
and non-Seventh-day Adventist females, while show- 
ing a decidedly earlier onset of these conditions 
among non-Seventh-day Adventist males. Thus, we 
observed that Seventh-day Adventist males not 
only have less than expected coronary artery disease 
and myocardial infarction, but when these disorders 
do develop, they do so later in life, at roughly the 
same age distribution as in females in the general 
population. Among these Seventh-day Adventist 
males, less than 2 per cent of the attacks of heart 
disease occurred before the age of 44 as compared 
with 8 per cent under that age in the non-Seventh- 
day Adventist group; 11.6 per cent occurred before 
the age of 54 as compared with 30 per cent; and 
only 38 per cent occurred before age 64 as com- 
pared with 62 per cent in the non-Seventh-day 
Adventist group. 
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MYOCARDIAL INFARCTION BY AGE, RELIGION AND SEX 
100 


——SDAC’ 
—spaQ 
——non-SDAC” 
— non-SDAQ 


CUMULATIVE PER CENT 


25-34 35-44 45-54 55-64 65-74 75+ 
AGE GROUP 


Chart 5. 
DISCUSSION 


The present data have shown that in this non- 
smoking population lung cancer among men occurs 
at least 90 per cent less often than in the associated 
general population, even though a majority of the 
nonsmoking population lives in smog-polluted areas 
of Southern California. It has also been shown that 
in such a population lung cancer occurs equally in 
men and women. These data are, therefore, con- 
sistent with previous estimates of lung cancer 
incidence in a nonsmoking or minimal-smoking 
population and are consistent with the conjectures 
stated earlier. From these findings, smog does not 
seem to have a significant role in the development 
of lung cancer. Although dietary differences exist 
between Seventh-day Adventists and non-Seventh- 
day Adventists, such dietary factors have not previ- 
ously been shown to play a role in the development 
of lung cancer and it cannot be assumed that they 
accounted for the difference observed here. 

The data also reveal that in this nonsmoking and 
nondrinking population the incidence of cancer of 
the mouth, larynx and esophagus is reduced from 
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expected rates by at least 90 per cent and that the 
incidence in the two sexes is equal, consistent with 
the previous conjectures. It could be expected that 
conditions which relate both to smoking and to 
drinking would be especially low in a population 
group which does neither. Again, since the dietary 
differences existing among the Seventh-day Adven- 
tists have not previously been shown to influence the 
development of the above diseases, such differences 
are not thought to account for the scarcity of upper 
respiratory and esophageal cancers in this group. 
Of particular interest was the lower incidence of 
coronary artery disease and myocardial infarction 
in the study group and the fact that this low rate is 
prominent in the younger males, whereas the inci- 
dence in females was as expected. The present data, 
of course, do not rule out the possibility of stress 
and strain, endocrine and dietary factors playing a 
part in this reduction. There is no clear evidence, 
however, that Seventh-day Adventists live under 
less stress and strain than the general’ population. 
Diet is certain to play a significant role in the devel- 
opment of atherosclerosis. Certainly the dietary 
pattern among Seventh-day Adventists differs from 
that of the general population. We are still in the 
process of determining the extent to which this is 
true. Their intake of meat is low while their intake 
of milk is high. However, since the diet of male and 
female Seventh-day Adventists is similar, we do not 
believe that dietary changes can readily account for 
the much less than expected male rates of coronary 
artery disease. It seems more reasonable to account 
for this lower incidence among men by their simi- 
larity to women in low tobacco consumption. The 
present data are thus consistent with the findings 
presented by. Hammond and Horn and other investi- 
gators showing smoking to be a factor in the devel- 
opment of myocardial infarction. We prefer to 
consider this association as a precipitating factor 
rather than causative, as in the instance of cancer of 
the lung. We propose that smoking precipitates 
symptoms of either coronary artery disease or myo- 
cardial infarction in an already diseased coronary 
system. Regardless of whether we refer to it as a 
precipitating or causative factor, if tobacco. in- 
creases the incidence of so important a disease as 
myocardial infarction, it is a matter of just concern. 


Factors of Selection 


Little® pointed out that the relationship of smok- 
ing to lung cancer may be statistically sound, but 
that the relationship may not be one of cause and 
effect.2 He proposed that there may exist a neuro- 
hormonal factor which both produces lung cancer 
and makes a person smoke. With the present data 
added to the already overwhelming evidence linking 
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smoking to lung cancer, Little would now have to 
propose that this neurohormonal factor not only 
predisposes to lung cancer and causes one to smoke, 
but also prevents one from joining the Seventh-day 
Adventist Church, a combination of factors virtually 
impossible to accept. 

The evidence presented in this report would be 
less important if it did not fit into a pattern of causa- 
tion or precipitation established by previous epi- 
demiological and experimental studies. As in any 
phase of life, especially when the issues concern 
economic or emotional interests, and as long as man 
is man, there will be dissenters. But if the sum total 
of the scientific evidence is sound, as we believe 
it to be in the case of tobacco, these conclusions and 
interpretations concerning cancers and coronary 
artery disease will stand the test of time. The drama- 
tic importance of lung and upper respiratory cancer 
and coronary artery disease as a cause of morbidity 
and mortality in men today calls for the application 
of the preventive measures suggested by this sum 
total of evidence. 


College of Medical Evangelists, Department of Preventive Medi- 
cine, Loma Linda (Lemon). 
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Certainly, let’s talk about fees... 


In this day and age I think we all are faced with many similar financial problems. 
Though our incomes may be derived from different sources, our expenditures, for the 
most part, consist of food, clothing, shelter and other expenses including medical care. 

As your personal physician, you realize my income is solely from my fees; fees which 
I believe to be entirely reasonable. However, should you ever have any financial worries, 
I am most sincere when I say that I invite you to discuss frankly with me any questions 
regarding my services or my fees. The best medical care is based on a friendly, mutual 
understanding between doctor and patient. 

You've probably noticed that I have a plaque in my office which carries this identical 
message to all my patients. 1 mean it— 


Sincerely, 


MESSAGE NO 3. Attractive, postcard-size leaflets, you to fill in signature. Available in any quan- 

tity, at no charge as another service to CMA members. Please order by Message Number from CMA, 

PR Department, 450 Sutter, San Francisco. (If you do not have the plaque mentioned in copy, let us 
know and it will be mailed to you.) 
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The Large Inguinal Ring 


Its Significance in the Diagnosis of Inguinal Hernia 


HOMER S. ELMQUIST, M.D., Los Angeles 


IN THIS DAY of annual examinations of employes 
and preemployment examinations, many men are 
examined for hernia. In many instances the physi- 
cian is uncertain whether or not a hernia is present 
and even more uncertain as to whether a hernia is 
likely ever to develop. Errors in diagnosis are not 
infrequent. A fairly large hernia retained behind 
a small ring can be easily missed. This is not too 
serious, because sooner or later symptoms will lead 
to further examination and correction of the over- 
sight; but diagnosis of hernia if none is ‘present can 
be serious. It may deprive a man of a job he has 
applied for, or cause him to have an operation he 
does not need or may limit his work and pleasure 
needlessly. 

Common causes of erroneous diagnosis of hernia 
are: 


1. Subjective complaint of hernia. 

2. Complaint of tenderness or pain in the in- 
guinal region. 

3. An impulse, not due to hernia, transmitted to 
the examining finger when the patient coughs. 


4. A lipoma of the spermatic cord. 


5. A large external inguinal ring, or so-called 
“potential hernia.” 


The object of this presentation is to discuss the 
significance of the large external inguinal ring. 

A hernia is the protrusion of a sac of peritoneum 
through a defect in the abdominal parietes. An in- 
direct hernia arises at the internal ring and emerges 
through the inguinal canal, posterior to the aponeu- 
rosis of the external oblique muscle and anterior 
to the transversalis fascia, where it can be seen or 
palpated subcutaneously at the external ring. The 
internal oblique muscle varies in the amount of 
support it adds to the canal. If the muscle is weak, 
or does not extend far enough distally, it does not 
protect the transversalis fascia. The fascial tissue 
making up the transversalis fascia and the external 
ring may yield in a gradual stretching until a direct 
hernia develops. A congenitally large external ring 
may predispose to it. A direct hernia protrudes 
directly through the abdominal wall at the external 

Chairman’s Address: Presented before the Section on Industrial 


Medicine and Surgery at the 86th Annual Session of the California 
Medical Association, Los Angeles, April 28 to May 1, 1957. 
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e A large external inguinal ring is often re- 
ported by a medical examiner as a “potential 
hernia.” This finding may cause the subject to 
be denied job opportunities and may make him 
apprehensive about many normal activities. 

The author believes that unless a sac is pres- 
ent and is ‘causing symptoms that necessitate 
surgical relief, the term hernia should not be 
used, regardless of how it is qualified. The ordi- 
nary intraabdominal stresses due to coughing, 
sneezing, etc. increase intraabdominal tension 
more than heavy lifting, except with loads of 
nearly the body’s own weight. The lifetime effect 
of such stresses can contribute to the develop- 
ment of a direct hernia, but most of these can- 
not be eliminated. 


ring, develops slowly over the years, rarely becomes 
scrotal or complete and, since the ring is as large 
as the sac, almost never strangulates. Further, it 
seldom causes symptoms during the early years of 
development, and as a rule becomes symptomatic 
only when large. Thus, a direct inguinal hernia is 
an acquired hernia which develops slowly over the 
years and is more likely to develop in persons who 
are older, obese, or debilitated and perhaps have 
some degree of bladder neck obstruction or chronic 
cough. 


MECHANISM OF INDIRECT HERNIA 


An indirect inguinal hernia may be found at 
any age, and may occur in persons who have nor- 
mal structures at the external ring. It also occurs 
in persons who have or are likely to have a direct 
inguinal hernia as well. Whether or not an indirect 
inguinal hernia occurs depends upon whether, 
after descent of the testicle, the peritoneum sealed 
off or persisted as a pouch or a canal. At operation, 
many varieties of indirect sac are found, with or 
without a hydrocele. These represent variations of 
a single cause, the persistence of a congenital rem- 
nant. Whether an indirect hernia develops appears 
not to be related to the nature of the inguinal canal 
and the external ring. However, if there is a good 
internal oblique muscle and the external ring is 
small, the onset of symptoms may be delayed to 
advanced age, when a large hernia never noted be- 
fore may manifest itself suddenly. In such instances 
a well-developed sac previously retained behind a 
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small external ring, slips through the ring, causing 
local pain, a mass and sometimes abdominal pain, 
gastrointestinal symptoms or strangulation. 


It is this dramatic onset which has resulted in use 
of the term rupture as synonymous with hernia. This 
use is unfortunate, for the term implies (as indeed 
the patient may think) that something has broken 
or torn, or that structures have suddenly parted. 
This premise leads to a further rationalization that 
if something has “ruptured,” some force must have 
caused the rupture. Usually the patient quickly in- 
culpates something he recently did or experienced, 
whether or not the “incident of force” he selects 
was sufficient to have been a factor. This placing of 
blame is especially likely if someone else can be 
held to be financially responsible for the incident 
said to precipitate the symptoms. Thus, physicians 
are frequently called upon to determine whether or 
not a hernia resulted from a specific incident; and 
it behooves the examiner to be as accurate in his 
diagnosis as possible. Large, definite hernias present 
no diagnostic problem; small or questionable her- 
nias sometimes do. 


METHOD OF EXAMINATION 


In making an examination for hernia, the physi- 
cian should be seated comfortably and _ steadily 
and have the patient stand before him. The patient 
should not be permitted to lie down beforehand, 
for the hernia might reduce and escape detection. 
The testicle should be down in the scrotum and the 
scrotum relaxed—careful traction on the testicle 
will accomplish this. First the uninvolved side 
should be examined so that the patient can become 
familiar with what is to be done and the physician 
can observe the size of the ring, the presence or 
absence of lipomata of the cord, and the patient’s 
threshold for tenderness or pain. 

Digital examination should be begun by invert- 
ing the skin of the scrotum well below its junction 
with the abdominal skin and bringing the finger up 
anterior to the cord structures to the external ring, 
which can be evaluated as to size and tenderness. 
If the finger is kept anterior to the cord so as to 
avoid pressure on the cord structures rarely will 
tenderness be noted but it can be determined 
whether or not this is the focus of the patient’s 
distress. If the ring is large enough to admit it, the 
finger may be inserted far enough to determine the 
nature of the posterior wall. The finger should be 
withdrawn slightly before the patient is told to 
cough. Of course, the posterior wall will always 
make impact against the finger at the time of cough, 
just as would the rectus muscle. To determine if 
there is a cough impulse caused by a sac, the ex- 
aminer withdraws his fingertip to a level even with 
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or just below the external ring and determines if a 
sac follows it and strikes the tip when the patient 
coughs again. One must not mistake for the cough 
impulse the outward thrust of the transversalis mus- 
cle or the compression or sphincter action of the 
internal oblique muscle, which tends to squeeze the 
finger. Such a finding is normal. The presence of a 
lipoma may be confusing, for it too may come 
down and thrust against the examiner’s finger, but 
distinguishing features are that it does not seem 
to be expansile to the sides as well as down, does 
not gurgle, does not reduce beyond the internal 
ring and can, by traction on the cord, sometimes 
be brought below the external ring and palpated 
between the fingers to determine its nature. 

Rarely will an indirect hernia be overlooked if 
the external ring is large enough to admit a finger. 
It is easier to follow the canal with the finger if 
the right hand is used for the patient’s right side 
and vice versa. 

A direct hernia can be determined by pressing 
the finger against the posterior wall of the canal 
just above the pubic ramus. With the patient re- 
laxed and not coughing, a direct hernia can be in- 
verted and a diffuse weakness of the posterior wall 
is felt as a depression. On withdrawing the finger 
beyond the external ring, the hernia sac follows 
beyond the external ring as far as the size of the 
sac permits. If no depression can be felt after in- 
version of the tissues by the finger, and if on with- 
drawal of the finger from the external ring there 
is no eversion or out-pouching beyond the external 
ring, then there is no sac and hence no hernia, no 
matter how big the external ring may be. If on 
coughing nothing comes down upon the finger after 
it is withdrawn from the level of the ring, there is 
no cough impulse. If the finger is not withdrawn 
from the ring, an impulse will be felt, but not a 
cough impulse. . 

In short, a hernia is a sac of peritoneum; and 
if a sac is present, a hernia is present; no sac, no 
hernia. 

As to “potential hernia,” it is my opinion that this 
is an ambiguous term which has no constant or 
universal meaning and is on occasion used as a 
protection by physicians who are uncertain of what 
they have observed upon examination or of the 
meaning of their observations. It is true that a 
large ring associated with a poorly developed in- 
ternal oblique musculature leaves an unsupported 
transversalis fascia which in time might develop 
into a direct hernial sac; hence, any significantly 
large ring can be regarded as a “potential hernia.” 
But how large a ring is significant? And how 
“potential” is this enlargement? Does it mean a 
hernia will develop in six months, six years or 20 
years? 


CALIFORNIA MEDICINE 





Turning to the second question first, it is my 
opinion that if a bulge of transversalis fascia is suf- 
ficiently large to constitute a sac and if it is caus- 
ing unmistakable symptoms that would necessitate 
surgical repair for relief, it is a hernia and should 
be diagnosed as such. If it does not fit these cri- 
teria, then it does not constitute a hernia and should 
not be diagnosed as a hernia, no matter what modi- 
fying word is placed in front of it. In a preemploy- 
ment physical examination, making a diagnosis of 
potential hernia is usually unjustified. It may de- 
prive the patient of a job he wants or force him into 
an operation he does not need, in order to get the 
job. In short, there is no justification for an opera- 
tion “to tighten the ring” or for a diagnosis which 
may lead to this procedure. A patient with a large 
inguinal ring may go for several decades or a life- 
time without symptomatic hernia, and no one can 
prognosticate any further than that for most of the 
other portions of the body. 


What about restrictions on the kind of work or 
the amount of lifting a man who has one or two 
large inguinal rings should be allowed to do? It 
seems useless to restrict lifting in order to prevent 
eventual development of a hernia. Physicians should 
recognize that it is impossible to control coughing, 
sneezing, and other body functions, which increase 
intraabdominal tension more than most heavy lift- 
ing except with loads of nearly the body’s own 
weight. All these normal actions contribute to the 
development of a direct hernia just as drops of 
water can wear away a rock. Since these more com- 
mon factors of ordinary living cannot be elimini- 
nated, it seems indefensible to cripple a man 
economically by attaching undue importance to the 
less common factors of work. 


How large a ring is significant? Inequality in 
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size between rings is not significant. For a person 
to have both hands or both feet or both nares ex- 
actly equal in size is the exception rather than the 
rule. So it is with external rings. In thousands of 
examinations I have noted that in most patients 
both rings will admit the tip of the average-size 
index finger; therefore a ring cannot be deemed 
“too large” merely because it admits the tip of a 
finger. Only a rare ring associated with a huge her- 
nia admitted two fingers; therefore the range be- 
tween large and too large is not exact and reliance 
must be placed on whether a hernial sac comes 
through the ring rather than on ring size alone. A 
small ring can be a greater diagnostic hazard by 
causing an indirect hernia to be missed. One can 
always be more confident that a hidden hernia has 
not been missed when the ring admits the examin- 
ing finger than when it does not. 


CONCLUSION 


The diagnosis of inguinal hernia is as simple as 
the definition of a hernia. Either a peritoneal sac is 
present or it is not. If a sac can be demonstrated, 
there is a hernia. If there is no demonstrable sac 
on careful, properly performed physical examina- 
tion, there is no hernia. A large inguinal ring is 
not a hernia and has no significance as regards an 
indirect hernia except that in its presence an 
indirect hernia is not likely to be overlooked. A 
large ring may but does not necessarily signify that 
if the patient lives long enough, gets fat enough, 
and develops urinary or pulmonary symptoms 
enough, a direct inguinal hernia may develop; how- 
ever, the term “potential hernia” has little meaning 
with regard to symptoms or to the ability to do 
heavy work. 

629 South Westlake Ave., Los Angeles 57. 





Medico-Legal Aspects of Traumatic Epilepsy 


CHARLES L. RUBENSTEIN, M.D., San Francisco 


IT Is ALMOST IMPOSSIBLE to estimate the true inci- 
dence of the epileptic states, for there are undoubt- 
edly many persons who have unrecognized seizures 
or who never seek medical help. The magnitude of 
the epileptic problem may be noted in a statement 
by Lennox:* “Epilepsy constitutes something like 10 
per cent of the Nation’s neuropsychiatric burden.” 
According to the American Branch of the Interna- 
tional League Against Epilepsy, the estimated rate 
of known epilepsy in this country is 1 in 200; other 
estimates are that as many as 1,500,000 persons 
have the disease. It is further estimated that one 
person in ten has a dysrhythmic electro-encephalo- 
gram; and it is possible that some of them have 
unrecognized seizures. With the exception of heart 
disease, then, there are few chronic illnesses com- 
moner than epilepsy for which specific therapy can 
be offered. 

In general, two forms of epilepsy are recognized: 
Primary, or idiopathic, and secondary. Primary 
epilepsy is the commonest. Many theories have been 
advanced concerning the cause of this form of the 
disease, but thus far none of them can be fully 
accepted. Many pathologists have observed fairly 
distinct lesions, in the form of glial proliferations, 
in the brains of subjects who had primary epilepsy ; 
but it is the belief of some investigators that such 
changes may well result from the seizures, which 
are associated with changes in flow of blood and 
metabolic activity. It is probable that primary epi- 
lepsy is the result of biochemical rather than struc- 
tural changes in cerebral tissue, but a great deal 
more work remains to be done in this field. Hered- 
ity seems to be a definite factor. 

Secondary epilepsy results from specific structural 
changes within the brain and may be associated 
with a variety of pathologic conditions, including 
infection, neoplasm, trauma and vascular, metabolic 
and degenerative disease. 

In cases of known injury to the head, such symp- 
toms as headache, dizziness and mental aberrations 
are considered a normal consequence of the trauma 
in the period immediately afterward. But at what 
point are they no longer normal consequence? 
When do they become pathological? There is no 
clear-cut final answer. Experience has shown that a 
young patient receiving a nonpenetrating cranial 
injury that causes no more than a few minutes’ 
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e The medico-legal problems of cranial injuries 
require a-broad assessment of many factors, not 
always related to the nervous system, and a nicety 
of judgment in correctly evaluating the role of 
each factor in relation to all of them. 

Seizures in the period immediately after 
trauma are not necessarily precursors of later 
development of epileptic attacks. If such seizures 
do occur, it can be said in general, from statis- 
tical data, that the sooner they occur after injury 
the less the likelihood of disabling attacks later. 
It would seem a reasonable medical probability 
that if a patient has no neurological symptoms 
or deficit, has a normal electroencephalogram 
and has gone two years after injury without evi- 
dence of seizures, he will not have epilepsy. 

Putting a label of “post-traumatic epilepsy” 
on a patient, unless he is known to have had 
authentic seizures, may stigmatize him without 
warrant and lead to unjust settlement of litigation 
or to unreasonable compensation awards. In 
doubtful cases, perhaps an equitable solution of 
compensation for damage would be to award an 
insurance policy providing suitable payments if 
disabling seizures should develop later as a sequel 
of cranial injury. 


unconsciousness and no neurological deficits, has 
symptoms for no more than five or six weeks. If 
they persist indefinitely, they are considered func- 
tional. With more severe injuries and longer periods 
of traumatic unconsciousness, the post-traumatic 
symptoms, usually associated with neurological 
deficits, may last for months or years. 

One cannot say in a given case what the “normal” 
course of recovery will be, for individual departures 
from a statistically valid general trend for a group 
of cases may be great. 

The occurrence of convulsion is undoubtedly the 
most spectacular of the sequelae of a head injury. 
For some time the early development of seizures 
has been considered of lesser significance than late- 
developing epilepsy. It has been noted that such 
attacks are frequently Jacksonian and often do not 
recur after the injury has healed. Reporting on data 
obtained in World War I, Credner? stated that of 
41 patients with post-traumatic epilepsy 16 had no 
further attacks after the wound healed. Baumm* 
observed that 55 per cent of patients who had at- 
tacks in the first week after trauma, 41 per cent of 
those who had attacks before the end of one month 
and 31 per cent of those who had them within three 
months had no later attacks, Penfield and Shaver* 


CALIFORNIA MEDICINE 





concluded that early seizures are only a symptom 
and that fewer than 30 per cent of patients with 
this symptom will have recurring epilepsy. Russell 
and Whitty® observed that 20 of 56 patients with 
convulsions occurring in the first month had no 
further seizures. Thus it might be concluded that 
patients with early seizures often have a good prog- 
nosis. 

The incidence of chronic epilepsy after pene- 
trating wounds of the dura mater is variously re- 
ported at from 20 to 50 per cent. If the dura mater 
is not penetrated the generally reported incidence 
is considerably less. The attacks may be focal, with 
an aura in any sphere—motor, sensory or psychic 
—or generalized. Abortive attacks or auras are 
common but true petit mal epilepsy with general- 
ized 3 per second spike and wave patterns on elec- 
troencephalograms is unknown as a sequel to such 
an injury. 

From the medico-legal standpoint, it is important 
to know what are the chances of a patient’s having 
seizures one or two years after a head injury. Prac- 
tically all investigators seem to agree that the high- 
est incidence of post-traumatic seizures occurs in 
the first year. In the second year the incidence of 
seizures among persons who have had such injuries 
is approximately 5 per cent (range 1.5 to 9 per 
cent) and in each succeeding year to the fifth about 
1 per cent. Owing to lack of data, the incidence 
after five years is difficult to determine, but it 
seems to be less than 5 per cent and may be as low 
as 1 per cent. May we not say, then, within reason- 
able medical probability, that if a patient has no 
neurological symptoms or deficit, has a normal 
electroencephalogram and has gone two years after 
injury without evidence of seizures, he will not have 
post-traumatic epilepsy? 

But suppose the patient does have a convulsion or 
two a few minutes after his head injury. What are 
his chances of having no more? Baumm! said that 
15 per cent of patients with post-traumatic epilepsy 
spontaneously ceased having attacks and 30 per cent 
had very slight episodes. In a recent five-year sur- 
vey at Cushing Hospital of a series of patients who 
had post-traumatic epileptic seizures, 27 per cent 
were found to have had no further attacks of any 
kind and another 13 per cent only one seizure in 
five years or minor aura of an attack without loss 
of consciousness, Thus 40 per cent had no attacks 
that would interfere with their work or cause them 
bodily harm. Others had had no attacks for more 
than two years, and still others less than one attack 
a year. 

There would then seem to be practically an even 
chance that the post-traumatic epileptic might be 
kept almost free of attacks by adequate medication, 
which should be borne in mind in evaluating the 
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disability of a patient and assessing compensation 
or an award. 

In medico-legal evaluation, the state of the patient 
should be clearly defined. While terms used in 
describing neurological deficits—impaired vision, 
deafness, weakness and the like—are usually under- 
stood, even by persons without medical training, 
such terms as headache, dizziness and mental im- 
pairment are often used in a different frame of 
reference in one case than in another. If such symp- 
toms are present as manifestations of an anxiety 
state, the prognosis for relief is considerably differ- 
ent than if they are the result of severe intracranial 
damage: In the one case they will probably all 
disappear with time and the settlement of whatever 
litigation may be entailed, while in the other they 
will probably persist indefinitely. The term epilepsy 
itself should be defined, for even today the word 
conjures the most sinister physical, mental and 
social blights. It should be clearly pointed out that 
epilepsy is not by any means always a sequel of 
injury to the head, and that in fact if attacks have 
not occurred by the time a settlement is proposed— 
which nowadays is usually a year or two after an 
accident—they probably never will. Moreover, 
minor episodes of blackouts, particularly on change 
of position, are not epileptic but of vascular origin 
—and no medical witness should let himself be 
led into confusing the issue by suggesting or ap- 
pearing to agree that these may be epileptic. 

W. Scott Allen, vice-president of Liberty Mutual 
Insurance Company, remarked at the 1954 session 
of the Congress of Neurological Surgeons: “Because 
nowadays lawyers regard physicians as_ their 
friends, they no longer browbeat them nor attempt 
to refute their evidence. Their best plan appears to 
be to cast a slight doubt or suspicion on the testi- 
mony and it usually is done by suggesting that 
some other interpretation might be possible. From 
my own experience I recall a lawyer who asked, 
‘Now doctor, we know that you think this patient 
does not have post-traumatic epilepsy, but you have 
testified that he occasionally blacks out, and feels 
unsteady. In your experience, do epileptics have 
such spells?’ A direct answer to this question would 
have to be ‘Yes,’ but as an expert witness one is 
privileged to qualify his statements, and even to 
avoid a direct reply that would be misleading to the 
jury. So the witness’ reply was not a direct answer 
but simply that blackouts are a common symptom of 
many diseases, including heart disease, cerebral 
arteriosclerosis, high blood pressure and many 
other conditions including epilepsy, and that conse- 
quently, the symptom per se had little diagnostic 
value.” 

For practical purposes no patient should be la- 
beled a post-traumatic epileptic until he has had 
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authentic convulsions. Dysrhythmia is not epilepsy 
and an electroencephalogram cannot be considered 
to give an absolute diagnosis of epilepsy. To call a 
patient epileptic on the basis of a few “blackouts” 
and an abnormal electroencephalogram is to do an 
injustice to the patient and to others with an interest 
in his state. In my opinion, the verified occurrence 
of seizure is a requisite to diagnosis of post-trau- 
matic epilepsy. If there is a reasonable suspicion 
that attacks may have occurred and it is feared 
that recurrent epileptic attacks may develop, I be- 
lieve that it would be fairer to both patient and 
compensating agency to award, not compensation 
for post-traumatic epilepsy, but an insurance policy 
against the possibility of the development of epi- 
leptic attacks within a reasonable time, say five or 
ten years. Then if seizures did develop, the patient 
would be compensated; if they did not, he would 
have no stigmatic label and the primary insuring 
agency would have suffered no inequity. Perhaps 
some commercial underwriter would devise such a 
policy if there were profitable demand for one. 
Even if post-traumatic epilepsy does develop, it 
should be clearly understood that it does not have 
the same prognosis or implications as so-called idio- 
pathic epilepsy. While I would not go so far as some 
investigators who have suggested that early seizures 
are of no real significance with regard to the later 
development of epileptic attacks, I believe that the 
occurrence of seizures soon after trauma is of good 


augury. In fact, if after a year or so a patient has 
only had one or two attacks, all within the first 
week or two of injury, I would question the advisa- 
bility of using the label post-traumatic epilepsy, and 
would certainly hesitate to suggest that compensa- 
tion should be awarded on that basis. Probably 
some kind of “epilepsy insurance,” as previously 
mentioned, would be the most equitable means of 
handling such a case. 

A final requisite is careful evaluation of the 
mental status of the patient, especially if he is over 
50 years of age. Recovery of mental functions is 
certainly impaired in the older age groups, and 
this biological deterrent to a full recuperation 
should be recognized in assessing the disability of 
the patient, economically and socially. 

901 California Street, San Francisco 8. 
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Anaphylactic Death from Erythromycin 


ALBERT G. BOWER, M.D., Los Angeles 


IT HAS BECOME INCREASINGLY apparent that the use 
of antibiotic drugs may entail some danger to the 
patient. Many of the reactions noted are those that 
physicians had become accustomed to seeing in 
past years in connection with the treatment of dis- 
ease with serums and antitoxins. A condition analo- 
gous to serum sickness after the use of various 
members of the antibiotic group has become very 
common and usually occurs from the sixth to the 
tenth day after the beginning of antibiotic therapy. 
Death from acute shock due to use of antibiotic 
agents also has occurred, clinically typical of ana- 
phylaxis as observed in the past in serum or anti- 
toxin therapy. It would seem wise to make such 
cases a matter of record, the better to evaluate the 
safety or danger of the various individual members 
of the antibiotic group. The case reported here was 
one of acute anaphylaxis due to erythromycin. 


CASE REPORT 


A two-year-old Negro girl came to the admitting 
room of the Communicable Disease Unit of the Los 
Angeles County General Hospital on 27 January, 
1958, with complaint of anorexia and fever for two 
days and generalized diffuse exanthem over the 
entire body for one day. \ 

In taking the history it was learned that one year 
previously the child had had an allergic urticarial 
rash after the administration of penicillin. 

Upon physical examination, an erythematous 
papular rash over the body and face was noted. The 
rectal temperature was 100.6° F. Some circumoral 
pallor was present and the vessels of the pharynx 
were engorged. Cervical nodes were palpated on 
both sides. Leukocytes numbered 6,000 per cu. mm. 
of blood (the differential was not obtained). The 
urine was clear, A diagnosis of scarlet fever was 
made (although in retrospect this seems highly im- 
probable in view of the leukocyte count). Be- 
cause of the pharyngeal redness and the bilateral 


From the Communicable Disease Hospital, Los Angeles County 
General Hospital, Los Angeles 33. 
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cervical node enlargement, a dose of 500 mg. 
of erythromycin was given and it was intended 
to send the patient home. However, five or ten min- 
utes later, while the child was getting dressed to 
leave, she was seized with a generalized convulsion, 
for which 0.12 gm. of phenobarbital was given 
intramuscularly at once, even though she already 
was apneic and pulseless. Then 1 cc. of 1:1,000 
epinephrine was given into the heart and a slowing 
of the heartbeat resulted. Oxygen was administered 
by positive pressure immediately. Spinal fluid as- 
pirated at this time was clear. Tracheotomy was 
performed to facilitate breathing but before it was 
completed the patient died, less than twenty minutes 
after the injection of erythromycin. 

Complete autopsy was carried out. The brain was 
removed and sent to the Ramon E. Cajal Laboratory 
for examination, a procedure customary in this 
hospital. The anatomical observations were as fol- 
lows: Atrophy of the adrenal glands, hypertrophy 
and hyperplasia of lymphoid tissue throughout the 
body, hemorrhage into the right lung, bronchopneu- 
monia of both lungs, subacute bronchitis, extra- 
medullary hematopoiesis of the liver, high trache- 
otomy, exanthem of unknown cause. 

There was no growth on cultures from the lungs 
or the blood, but a culture of material from the 
spleen showed K. aerobacter, and one from the 
larynx produced the same K. aerobacter, Staphylo- 
coccus aureus, coagulase-positive, and a nonhemo- 
lytic streptococcus. Microscopic examination of 
tissues removed from the various organs was con- 
sistent with the macroscopic conditions already 
described. 

The Cajal Laboratory reported meningocerebral 
congestion. Microscopically observed were: Acute 
changes in nerve cells (nonspecific), meningocere- 
bral congestion and ependymal granulation of the 
floor of the fourth ventricle. No focal softening or 
perivascular inflammatory cells were found in the 
central nervous system. 


DISCUSSION 


The sequence of cause and effect seem obvious in 
this case, and erythromycin must be added to the 
growing list of antibiotics for which sensitivity 
tests had better be applied before the drug is given 
hypodermically. This would appear to have been 
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particularly indicated in this case owing to the 
history of sensitivity when penicillin was given one 
year previously. 


SUMMARY 


A child with apparently minor illness when ex- 
amined on admittance to hospital was given 500 mg. 
of erythromycin intramuscularly because of laryn- 
geal redness and enlargement of cervical nodes. 
Within a few minutes, generalized convulsion oc- 
curred, and 20 minutes after the antibiotic was 
given the patient was dead. At autopsy, conditions 
typical of anaphylactic shock were observed. 

1200 North State Street, Los Angeles 33. 


Fibrocystic Disease of the Pancreas and 
Diabetes in an Adult with Unusual 
Pulmonary Manifestations 


DAVID M. CALDWELL, M.D., and 
DELBERT H. McNAMARA, M.D., Santa Barbara 


CyYsTIC FIBROSIS OF THE PANCREAS is predominantly 
a disease of infancy. Although the cause is still 
unknown, much progress has been made toward 
a better understanding of the disease since the first 
complete description in this country by Anderson? 
in 1938. Several years later, when the widespread 
involvement of all the mucus-producing exocrine 
glands in the disease was described, the term muco- 
viscidosis was suggested because of the thickening 
of the mucus which occurs. More recently di Sant 
’Agnese® pointed out that both names are improper 
because the pancreas is usually but not always 
involved and the disease is not confined to the 
mucus-producing exocrine glands. In the light of 
present knowledge, he suggested the term general- 
ized exocrinopathy as being more accurate from a 
descriptive point of view. 


In the American and English literature there are 
few references to cystic fibrosis of the pancreas in 
adults. In 1955 di Sant ’Agnese® reported his find- 
ings in 325 patients he observed over a 15-year 
period in Babies Hospital, Columbia University. The 
oldest patient in the series was 19 years of age. In 
1946, Hellerstein® reported a case in a 35-year-old 
Negro male who died 12 hours after admission to 
a hospital with Friedlander’s pneumonia; there was 
no antecedent history and the diagnosis of cystic 
fibrosis of the pancreas was based upon the inci- 
dental observation at necropsy of numerous cysts 
and diffuse fibrosis in the pancreas. Hellerstein® 
recently called attention to the fact that many cases 
of cystic fibrosis of the pancreas in adults were 
reported in the German literature and cited a ref- 


From the Department of Pulmonary Diseases, Santa Barbara Gen- 
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erence to the adult cases in The System of Path- 
ology by Henke-Lubaesch. In 1954 Baxter? reported 
experience with the disease at Ohio State University 
and stated that before antibiotics the life span of 
patients was measured in months or a very few 
years, perhaps only one or two. He indicated that 
with proper management some patients may live 
until they are 18 to 22 years of age. This obvious 
disparity in survival ages reported by previous 
German and present-day observers leads one to 
wonder whether the German adult cases reported 
might not be attributable to cystic fibrosis following 
pancreatitis. 

Di Sant ’Agnese® has proposed the following four 
criteria for present-day clinical diagnosis of cystic 
fibrosis of the pancreas: 

1. Pancreatic deficiency. 

2. Pulmonary pathologic changes 
3. Excess chlorides in sweat. 

4. Family history (assists only). 


These criteria are based on his observations that 
there is complete absence of pancreatic exocrine 
function in 90 per cent of the patients; pulmonary 
pathologic change occurs in all patients at some 
time in the disease; and finally, abnormal sweat 
with increased chloride and/or sodium content 
occurs in 99 per cent of patients. Absence of the 
disease in siblings does not rule out the disease in 
the patient. 


In reviewing the literature, we were unable to 
find a single reference to cystic fibrosis of the pan- 
creas and associated or co-existing disease since 
1938. In 1950 Molnar! reviewed the literature up 
to that time in a case report and made no reference 
to associated diabetes. 


In 1955 di Sant ’Agnese® presented an excellent 
and comprehensive review of the pulmonary mani- 
festations of fibrocystic disease of the pancreas, one 
of the unusual aspects of the case herein presented. 
He said that respiratory involvement has, a variable 
onset from the age of a few weeks to several years, 
occurring between six months and two years of age 
in the great majority of cases. It must be recog- 
nized, he pointed out, that this is in reality a gen- 
eralized disease of which the pancreatic and 
pulmonary lesions are only one expression. The 292 
patients reported upon had, at some time during 
their illness, pulmonary disease of variable degree 
—severe in most instances and accounting for 90 
per cent of the deaths. He made the observation 
that if patients reached late childhood without irre- 
versible damage being done to their lungs, they 
seemed to improve and the degree of clearing in the 
roentgen picture was surprising. With regard to 
prognosis in this group, he suspected that at least 
many would go on to chronic pulmonary disease as 
adults. The oldest in the reported group was 18 
years of age. 


The following unusual case of cystic fibrosis of 
the pancreas is presented because the patient is an 
adult who has associated diabetes and the pulmon- 
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ary disease has not followed the usual course de- 
scribed in the literature. 


CASE REPORT 


The patient, a 24-year-old white woman, was ad- 
mitted to the hospital on October 13, 1947, because 
of persistent and severe chronic bilateral lung 
disease characterized by a chronic productive 
cough and roentgenographic evidence of extensive 
pathologic change in both lungs which was refrac- 
tory to antibiotic therapy. 

The patient’s mother said that the patient had 
begun to have a nonproductive cough when about 
six months of age. The cough was worse at night 
and it often seemed as though her chest were filled 
with phlegm. She did not receive formal medical 
care in childhood and she was not examined by a 
physician until she was 17 years of age. 


When she was approximately a year old, it was 
first noticed that her abdomen was distended, and 
this condition persisted from then on. Although her 
appetite was good in early childhood, she was de- 
cidedly underweight and seemed to have difficulty 
in assimilating food. It was also reported that her 
stools, which were frequently loose, had a bad odor. 
The patient had had measles, chicken pox, and 
mumps before she began going to school. These dis- 
eases were apparently uncomplicated and did not 
aggravate the cough. 


She attended primary school without significant 
disability. In high school her weight increased to 
117 pounds, she participated in sports (volley ball 
and basketball) and led a normal social life. Because 
of the abdominal distention the patient thought she 
was overweight and attempted to reduce by dieting. 
During this period, she recalled, she perspired ex- 
cessively and was often “drenched with sweat” fol- 
lowing mild physical activity such as dancing. 

She consulted a physician for the first time in her 
life in October of 1949, at age 17, because of an 
upper respiratory tract infection, which responded 
to antibiotics. The result of a tuberculin test at this 
time was negative. An x-ray film of the chest showed 
a slight increase in the bronchovascular markings 
in the right second anterior interspace, which was 
regarded as of no clinical significance. A film taken 
three months later (Figure 1) was unchanged. 


Following graduation from high school the pa- 
tient was employed as a telephone operator. At age 
20 she was married. Six months later she consulted 
a physician because of loss of weight, polydipsia 
and drowsiness. A diagnosis of diabetes mellitus 
was made, and an appropriate diet and the use of 
55 units of insulin daily were prescribed. An x-ray 
film of the chest, taken on May 17, 1954, because 
the cough had become productive, showed scattered 
bilateral mottled infiltrates which resembled the 
lesions of tuberculosis. The results of a tuberculin 
test and of guinea pig inoculation of sputum were 
negative. Later a “fungus” was said to have been 
cultured from a specimen of sputum. Penicillin and 
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Figure 1.—X-ray film of chest taken January 10, 1950, 
when patient was 17 years of age. Interpreted as showing 
a slight increase in the bronchovascular markings, most 
prominent in the right second anterior interspace. 


Figure 2.—X-ray film of chest taken April 13, 1955, 
showing the extensive roentgenographic changes since 
1950. Patient 21 years of age at this time. This film is 
identical with one taken May 17, 1954. Note the prominent 
hilar shadows and the mottled “snowflake” infiltrates re- 
sembling tuberculosis. The result of a tuberculin test was 
negative. 


terramycin (di-oxytetracycline) were given over a 
period of several weeks with no change in the symp- 
toms referrable to the respiratory tract. An x-ray 
film of the chest taken April 13, 1955 (Figure 2) 
was unchanged when compared with the film taken 
in 1954, but showed extensive changes when com- 
pared with the film taken in 1950 (Figure 1). 

On July 6, 1956, symptoms and signs of an in- 
testinal obstruction developed. The abdomen was 
decidedly distended and felt doughy to palpation. 
A plain film of the abdomen was interpreted as 
showing possible obstruction in the mid small bowel 
and exploratory laparotomy was done. The surgeon 
stated that the proximal three feet of jejunum was 
reddened, dilated and filled with a gummy, putty- 
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like material which was also present in the large 
bowel. He found no band, tumor or other mechani- 
cal cause for the obstruction other than the exist- 
ence of the above described material. The pancreas 
felt firm and contained no masses. Pancreatic biopsy 
was not attempted because of the patient’s condi- 
tion, although a diagnosis of suspected pancreatic 
insufficiency was made. Entozyme® was prescribed 
for the patient following her discharge from the hos- 
pital. She gained weight and got along fairly well 
although the cough became more severe, produc- 
tion of sputum increased and diabetes became dif- 
ficult to control during the ensuing months. 

In April of 1957 the patient, then 24 years of age, 
consulted one of the authors, who regulated the 
diabetes and obtained a pure culture of Candida 
albicans from the sputum. Nystatin was given for 
three months and there was some subjective im- 
provement. Because roentgenographic conditions in 
the chest were unchanged after this interval, the 
patient was admitted to the Santa Barbara General 
Hospital on October 13, 1957, for further study. 
On admission she was expectorating daily several 
ounces of odorless mucopurulent sputum which oc- 
casionally was blood tinged. The chief complaint on 
admission was excessive fatigue. She had no subjec- 
tive complaints referrable to the gastrointestinal 
tract which she considered significant. For a num- 
ber of years her bowels had moved an average of 
four times daily. She had never been pregnant and 
had not menstruated since March of 1956. Two 
brothers, aged 27 and 25, were living and well with 
no history of poor health. There were no other 
siblings. 

Upon physical examination the patient was ob- 
served to be emaciated, the body weight was 84 
pounds. She was coughing and appeared to be 
chronically ill. Extensive, bilateral, crepitant, moist 
rales, made worse by coughing, were noted. There 
was no cyanosis or clubbing of the extremities. A 
soft mitral systolic murmur was heard. The blood 
pressure was 100/80 mm. of mercury. The abdomen 
was tympanitic but was not tender and no masses 
or organs were palpable. 


Results of first and second strength purified pro- 
tein derivative tests were negative for tuberculosis. 
Leukocytes numbered 13,700 per cu. mm. of blood. 
A culture of sputum produced Pseudomonas aeru- 
ginosa and a coagulase-positive Micrococcus pyro- 
genes. Subsequent cultures grew both Candida albi- 
cans and pseudomonas, which persisted. Staphy- 
lococci did not reappear. An x-ray film of the chest 
taken September 25, 1957 (Figure 3) showed an 
increase in the extensive “snowflake” infiltrative 
shadows in both lung fields since 1955. The sedi- 
mentation rate (Wintrobe) was 46 mm. in one hour. 
The urine showed a 4-plus reaction for glycosuria. 
Fasting blood sugar content was 123 mg. per 100 
cc., and two hours postprandial was 228 mg. per 
100 cc. Pulmonary ventilatory function determina- 
tions were as follows: 
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Figure 3.—X-ray film of chest taken September 25, 1957, 
showing extension and accentuation of the infiltrative 
shadows in both lung fields as compared with April 13, 
955. 


Maximum breathing capacity—39.67 liters (48 
per cent of predicted normal). 


Vital capacity (3 seconds)—1,345 cc. (45 per 


cent of predicted normal). 


Following sputum bacterial sensitivity studies 
the patient was placed on a regimen of nystatin, 
4,000,000 units daily, in four divided doses, and 
dihydrostreptomycin, 1 gm. daily. In addition she 
was given 75 units of NPH insulin daily (which she 
had been taking for several months) , a 2,500 calorie 
diet and calcium iodide (Calcidin) 1.2 gm. four 
times daily. On October 15, 1957, intermittent posi- 
tive pressure breathing therapy, three times daily, 
was begun and an aerosol of 1 per cent phenyleph- 
rine and Tergemist.* 


On October 24 a fresh stool specimen showed a 
moderate increase in fatty acid crystals and neutral 
fat. On October 25 a fecal examination was nega- 
tive for trypsin activity in all dilutions. On the 
same day a plain film of the abdomen showed the 
colon to be distended with fecal material. This was 
interpreted as corroborative evidence of inadequate 
digestion of fat. On October 28 duodenal contents 
were aspirated through a Cantor tube and found 
to be negative for trypsin activity. With the tube 
in place, 10 cc. of iodine suspension (Dionosil) 
was instilled. The following day urine dilutions 
were negative for iodine, indicating a reduction in 
fat absorption." 


On November 1 a qualitative sweat chloride test!* 
was found to be strongly positive. On November 18, 
1957, the patient wore a pair of loose fitting, clean, 
dry rubber gloves overnight, and the sweat collected 
was analyzed for chloride by the standard serum 
method of Schales and Schales.1* A determination 
of 90 mEq. per liter was made. A sweat sodium de- 
termination by flame photometry* was 65 mEq. per 


*An aqueous solution of the detergent, sodium 2-ethylhexy! sulfate, 
0.125 per cent with potassium iodide 0.1 per cent. 
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liter. Di Sant ’Agnese” in 1955 reported a range of 
from 4 to 60 mEq. (mean 32) for sweat chlorides 
and from 10 to 90 mEq. (mean 59) for sweat so- 
dium in a large series of control studies. 


On November 2 the patient was placed on a regi- 
men of 60 gm. of triple strength pancreatin and 
12,500 units of aqueous vitamin A daily. The ad- 
ministration of dihydrostreptomycin and of the 
other drugs already mentioned was continued and 
in addition tetracycline phosphate, 250 mg. every 
four hours night and day, was given. 


From this point on the patient improved consid- 
erably. By December 12 the body weight had in- 
creased 14 pounds and on February 16, 1958, it was 
105 pounds. Abdominal distention was decreased. 
Appetite and food intake had lessened. Stools were 
much smaller in quantity and bowel movements 
were reduced from four times to twice daily. The 
patient was expectorating less than one-half ounce 
of sputum daily, and the material varied from mu- 
coid to mucopurulent. Pseudomonas remained as the 
one demonstrable pathogen on sputum culture. The 
cough became scarcely noticeable. The patient felt 
“fine” and said that her feeling of fatigue had dis- 
appeared. She walked outside the hospital daily. 
The first follow-up x-ray film of the chest siter ad- 
mission was taken on October 21, 1957 (Figure 4) 
and was interpreted as showing definite, although 
minor, improvement in the appearance of the lung 
fields. The most recent film, taken February 21, 
1958, was unchanged. 


Other follow-up studies showed improvement. Re- 
sults of ventilatory pulmonary function studies on 
February 18, 1958, were: Maximum breathing 
capacity, 66.45 liters; vital capacity (3 seconds), 
1,785 cc. The sedimentation rate (Wintrobe) was 
21 mm. in one hour. Leukocytosis has persisted, the 
number of cells ranging from 13,000 to 14,000 per 
cu. mm. Results of other studies, which included 
liver function tests and determinations of blood 
chlorides, carbon dioxide and nonprotein nitrogen, 
were within normal limits, as were an electrocardio- 
gram and venous pressure and circulation time de- 
terminations. 


Because the quantitative sweat sodium and chlo- 
ride determinations performed on November 18, 
1957, were somewhat equivocal, sweat was collected 
by a different method on February 24, 1958. A two- 
foot square piece of plastic material was thoroughly 
cleansed and dried and placed directly on the skin 
of the patient’s abdomen, which had been washed 
with distilled water and dried thoroughly. Sweating 
of the abdomen was produced by covering the plas- 
tic material with a blanket and a hot water bottle. 
A specimen of sweat was then collected and an- 
alyzed for chloride and sodium by the methods re- 
ferred to above.*? The following determinations 
were then made: Chloride, 192 mEq. per liter; so- 
dium, 166 mEq. per liter. On February 25, 1958, the 
identical procedure was repeated and the following 
determinations were made: Chloride, 205 mEq. per 
liter; sodium, 190 mEq. per liter. 
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Figure 4.—X-ray film of chest taken October 21, 1957, 
after two weeks of intermittent positive pressure breathing 
therapy three times daily, along with antibiotics. This film 
was interpreted as showing improvement. There was no 
change from then to the most recent film taken February 
21, 1958. 


COMMENT 


The present-day criteria for diagnosis in cystic 
fibrosis of the pancreas were met in the case herein 
presented. Although the patient reached the age of 
17 before she received any medical care, which ex- 
plains the delay in diagnosis, the history from birth 
through childhood is typical of cystic fibrosis of the 
pancreas. However, the fact that she reached the age 
of 24, whether treated or untreated, is most unusual 
in itself. Apparently in no case reported in the lit- 
erature did a patient with a diagnosis based on 
present-day standards reach the age of 24 years. 


A second unusual aspect of this case is that in 
addition to cystic fibrosis of the pancreas the patient 
had severe diabetes mellitus. These conditions have 
not, apparently, been previously described together. 
Di Sant ’Agnese,° in describing the microscopic le- 
sions in the pancreas, emphasized that the islands 
of Langerhans are intact and sugar metabolism is 
unaltered; he cited this as an example of the co- 
existence in the same location of two tissues with 
different functions. Since this patient has apparently 
lived longer with her disease than any other patient 
reported in the literature, one is tempted to postu- 
late a common etiology in the two diseases. In the 
same article cited above, di Sant ’Agnese° stated 
that an important pathological feature of the pan- 
creatic lesion is its progressive nature. Initial lesions 
are present at birth and become progressively worse 
over periods ranging from a few months to two or 
three years. Further studies may provide the an- 
swer to this question. 

The pulmonary disease in the present case was 
unusual in that there was no significant roentgeno- 
graphic evidence of disease on a film taken in 1950, 


‘when the patient was 17 years of age. Four years 


later there were extensive roentgenographic changes 
and she was disabled because of this respiratory com- 
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plication. Although this cannot be documented, it 
seems probable that the patient did not have abnor- 
mal roentgenographic changes in childhood, for the 
history did not suggest such changes and the pa- 
tient’s mother insisted that her childhood diseases 
were uncomplicated. Also, it is generally conceded 
that if severe respiratory complications develop in 
children with this disease, the patients do not re- 
cover without intensive use of antibiotics and other 
therapy. 

Since respiratory complications cause death in 
90 per cent of these patients, and their fate is deter- 
mined by the course of the pulmonary disease, it is 
important that not only pediatricians but all clini- 
cians who treat pulmonary diseases should be fa- 
miliar with fibrocystic disease and its pulmonary 
complications. It is probable that more and more 
of these patients will reach adult life. A simple qual- 
itative screening test!* for sweat chlorides has been 
described, and this should be performed in the case 
of any young adult with obscure chronic pulmonary 
disease. 

The respiratory insufficiency noted in the present 
case is not unusual. West and co-workers’ reported 
in 1954 that both ventilatory insufficiency and al- 
veolar insufficiency may occur, the latter leading to 
arterial hypoxia and carbon dioxide retention. 
Bruck® analyzed the gas tension in arterial blood 
and alveolar air in seven patients with fibrocystic 
disease. He concluded that the primary respiratory 
disturbance is uneven distribution of ventilation in 
relation to perfusion. Additionally, he found that 
when obstruction is generalized, hypoventilation en- 
sues and causes respiratory acidosis. These findings 
would seem to indicate that intermittent positive 
pressure breathing therapy is clearly indicated in 
these patients with severe pulmonary disease com- 
plicating fibrocystic disease of the pancreas. 

Huang"® in 1957 found a prevalence of intestinal 
types of Gram-negative bacilli (Psewdomonas aeru- 
ginosa, coliform and B. proteus) in the bronchial 
flora of 60 per cent of patients with fibrocystic 
disease. 

Baxter? stated that as the respiratory factor be- 
comes worse, infants and children are likely to de- 
velop a cor pulmonale, which in the early stages 
reacts favorably to digitalis therapy. Although there 
was no objective evidence of this complication in 
the present case, it must be considered as a prob- 
able eventuality should the patient survive the respi- 
ratory infection. 


SUMMARY 


A case of cystic fibrosis of the pancreas (muco- 
viscidosis) in a 24-year-old woman has been pre- 


sented. The diagnosis was proven on the basis of 
present-day diagnostic standards. Apparently, the 
oldest patient with this disease previously reported 
in the literature was 19 years of age. In addition to 
cystic fibrosis, the patient has associated diabetes. 
These conditions have not, apparently, been pre- 
viously described together, and their possible rela- 
tionship has been discussed. Finally, roentgeno- 
graphic and clinical evidence suggest that the pa- 
tient’s pulmonary disease did not manifest itself 
until she was 16 years of age. After that it became 
progressive and disabling. It is probable that this 
disease will become more common in young adults. 
Clinicians should consider cystic fibrosis of the 
pancreas as the primary disease in any young adult 
with obscure, chronic pulmonary disease. 


Antonio Tuberculosis Sanatorium, San Antonio Road, Santa Bar- 
bara (Caldwell). 
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Pulmonary Collapse as a Complication of 
Bronchial Asthma in a Child 


HAROLD V. WEATHERMAN, M.D., San Diego 


ALTHOUGH MASSIVE pulmonary atelectasis following 
bronchial asthma is rare in childhood it occurs 
often enough to be kept in mind in order that pre- 
ventive measures may be undertaken. 


REPORT OF A CASE 


A boy seven and a half years of age who had had 
asthma since age three was examined January 14 
because of pain low in the left side of the chest and 
the development of scoliosis to the right. 

The illness had begun January 9 with a‘ cough 
and audible wheeze, for which his mother gave him 
several doses of Quadrinal,® a preparation contain- 
ing ephedrine, phenobarbital, theophylline-calcium 
salicylate and potassium iodide, which had seemed 
to relieve his asthma in the past. Then, having run 
out of this drug, she gave him an antihistamine 
which had once been given to the patient for urti- 
caria. She reasoned that, since she had been told 
his hives were on an “allergic basis” the antihista- 
mine might also relieve the asthma. The patient be- 
came nauseated and the mother had difficulty in 
getting him to take liquids. It was on January 13 
that right scoliosis and thoracic pain developed. 


When examined on January 14, the patient had 
no pain in the chest and he did not look very ill. 
The color of the skin was good. The oral tempera- 
ture was 98.8°F. and the pulse rate 140. Moderate 
dyspnea was noted. No audible wheeze was present. 
The patient did not cough during the examination. 
There was pronounced right scoliosis. Breath sounds 
were diminished over the lower left lobe and there 
was a shift of the mediastinum to the left. No 
wheezes or rales were heard on auscultation. The 
hemoglobin content was 15.3 gm. per 100 cc. of 
blood. Erythrocytes numbered 5 million per cu. mm. 
and leukocytes 10,400 per cu. mm.—59 per cent 
neutrophils (segmented 56 per cent and band forms 
3 per cent), 25 per cent lymphocytes, 12 per cent 
monocytes, and 4 per cent eosinophils. Results of 
urinalysis were within normal limits. 


X-ray films of the chest showed diffuse homogene- 
ous pleural densities at the left bases. The left di- 
aphragm was elevated, the mediastinal structures 
were retracted to the left and the costal interspaces 
narrowed. The findings were consistent with atelec- 
tasis of the left lower lobe and associated pleural 
reaction. Except for pleural densities, the left upper 
lung field was clear. The right lung showed only 
—_ increase in peribronchial markings at the right 

ase, 


A consultant who examined the patient concurred 
in the impression of left lower lobe atelectasis, most 
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Figure 1—Roentgenogram of chest on January 14, 1958, 
showing left lower lobe atelectasis, elevation of dia- 
phragm and mediastinal shift. 


likely owing to plugging of the left main bronchus 
with inspissated mucus. 

Orthoxicol,® a preparation of dihydrocodeinone 
bitartrate, methoxyphenamine and sodium citrate, 
was given for expectorant and bronchial dilation 
effect, and daily inhalations of isoproterenol hydro- 
chloride and oxygen were administered with an in- 
termittent positive pressure breathing apparatus. 
V-Cillin K* was given, one 125 mg. tablet three 
times a day. 


X-ray films on January 17 indicated persistence 
of the left lower lobe atelectasis but showed im- 
proved aeration and some regression of the pleural 
reaction. 


Although the patient remained afebrile and quite 
comfortable, it was believed that bronchoscopic ex- 
amination would have to be done unless there was 
pronounced improvement within 48 hours. By that 
time, however, stethoscopic examination indicated 
better aeration of the left lower lobe. On January 
24 the patient was feeling better and was still afeb- 
rile. An x-ray film showed complete reexpansion of 
the left lower lobe with no evidence of atelectasis. 

The patient was permitted full activity and re- 
turned to school January 27. 


*A penicillin preparation (Lilly) for oral administration. 





Figure 2.—Roentgenogram of chest on January 17, 1958, 
showing improved aeration in lower left lobe. 


DISCUSSION 


In a study of 854 children with pulmonary col- 
lapse James and co-workers* noted that 56 cases or 
6.5 per cent were owing to bronchial asthma. Sixty 
per cent of the 56 patients were under five years of 
age. In 25 per cent of the cases the condition re- 
curred. 


According to Rakower and co-workers,* massive 
atelectasis is a rare complication of bronchial 
asthma and it occurs more frequently among chil- 
dren than adults because the smaller caliber of the 
bronchi in childhood predisposes to bronchial ob- 
struction. These observers also noted that accom- 
panying and following an attack of bronchial asthma 
there is edema of the bronchial mucosa with increase 
in bronchial mucus. At the same time there is a 
decrease in the ciliary action, thereby promoting 
stasis of secretions. Dehydration from loss of fluid 
during increased respiratory activity promotes dry- 
ing of the mucus into inspissated plugs that obstruct 
the bronchi. Removal of these plugs is usually fol- 
lowed by prompt clinical improvement. 


Glaser! said that the most common error in the 
treatment of status asthmaticus in childhood is fail- 
ure to keep the patient well hydrated, which results 
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Figure 3.—Roentgenogram of chest on January 24, 1958, 
showing complete expansion of lower left lobe and nor- 
mal position of diaphragm and mediastinum. 


in plugging of the smaller and sometimes larger 
divisions of the bronchi with mucus and may cause 
death from suffocation. He said that administration 
of adequate fluids, cold steam and expectorants and 
the avoidance of drying agents such as atropine and 
antihistamines are of paramount importance in the 
prevention of bronchial plugging. 


Hinshaw and Garland? said that not only are 
antihistaminic drugs of very little value in the treat- 
ment of bronchial asthma but they have an atropine- 
like drying effect which, by making the mucus 
thicker and more tenacious, adds to respiratory 
difficulty. From the foregoing it can be summarized 
that treatment for the prevention of atelectasis due 
to mucus bronchial plugging in bronchial asthma 
should include adequate hydration, use of expec- 
torants, bronchial dilation and caution in the use of 
antihistaminic drugs if they are used at all. In 
addition, the author also prescribes antibiotics, es- 
pecially if fever is present. 


In dealing with a sick child, it is usually difficult 
to maintain adequate fluid intake by mouth. An 
easy and effective substitute is retention enemas of 
one-half normal saline content, given in amounts 
of 120 to 240 cc. (in portions of 60 cc. every half 
hour) every 4 to 6 hours to make up the fluid deficit. 
This may obviate the need to put the patient in a 
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hospital. The parents are instructed to note the color 
of the urine. If it is pale straw or lighter, hydration 
is adequate. 


SUMMARY 


A case of bronchial asthma in a boy seven and a 
half years old, complicated by a massive pulmonary 
atelectasis, is presented. The immediate cause was 
thought to be plugging of a main bronchus with 
inspissated mucus, enhanced by dehydration and the 
injudicious use of an antihistaminic drug by the 
patient’s mother. 

2001 Fourth Avenue, San Diego 1. 
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Spontaneous Pneumothorax Complicating 
Pulmonary Metastasis of Sarcoma 


ROBERT B. ENGLE, M.D., Pasadena 


SPONTANEOUS PNEUMOTHORAX is an unusual com- 
plication of pulmonary metastasis from sarcoma. 
Only 15 cases with this association have been re- 
ported previously. Sherman and Brant® reported 
six such cases and also a case of metastatic adeno- 
carcinoma (primary site undetermined) in which 
spontaneous pneumothorax developed. In eight of 
the 16 cases there was metastasis to both lungs. 
Thirteen of the patients were male and three female. 
The age range was from 9 to 55 years, but only 
three patients were more than 23 years of age. The 
tumors from which pulmonary metastasis originated 
were as follows: Osteogenic sarcoma in five cases, 
Ewing’s tumor in three, fibrosarcoma and leiomyo- 
sarcoma in two each, and adult Wilms’ tumor, 
rhabdomyosarcoma, angiosarcoma and metastatic 
adenocarcinoma (primary undetermined) in one 
case each,1:3+4,5.6,7 


Although Sherman and Brant® believed the case 
they observed of metastatic adenocarcinoma was 
the first to be reported in association with pneumo- 
thorax, Heimlich and Rubin? reported three cases 
in which spontaneous pneumothorax was a present- 
ing feature of primary lung cancer. This association 
is relatively rare, however, and there seems to be a 
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more particular tendency for sarcoma to produce 
pneumothorax. 

In discussions of pathogenesis Thornton and 
Bigelow’ and Lodmell and Capps* expressed belief 
that not all cases come about in the same way. In 
some cases pneumothorax results from necrosis of a 
subpleural nodule with formation of a broncho- 
pleural fistula. In others it may arise from bronchi- 
olar obstruction by tumor, which brings about 
alveolar ectasia and interstitial emphysema, which 
in turn (by the mechanism described by Macklin 
and Macklin) causes air to travel by way of peri- 
vascular connective tissue spaces toward the medi- 
astinum or visceral pleura. 


REPORT OF A CASE 


A 15-year-old white girl had a high thigh ampu- 
tation in June of 1951 for osteogenic sarcoma of 
the distal femur. About six months later malaise and 
fatigue developed and then a hacking cough. After 
two weeks, severe cough and dyspnea required hos- 
pital admission on January 25, 1952. A film of the 
chest taken with a portable x-ray machine showed 
bilateral pneumothorax with collapse of about 40 
per cent of the right lung and 25 per cent of the 
left lung. Metastatic lesions in both lungs ranged 
from 0.5 to 3 cm. in diameter, and there was left 
pleural effusion. The patient was treated with oxy- 
gen, codeine and antibiotics and was somewhat re- 
lieved. A film of the chest on February 13 showed 
a massive left pleural effusion, but pneumothorax 
was no longer present. The condition of the patient 
deteriorated rapidly and she died on March 22. 
Autopsy was not done. 


SUMMARY 


A case of spontaneous bilateral pneumothorax 
complicating osteosarcoma with pulmonary metas- 
tasis is reported and the literature reviewed. 

St. Luke Hospital, Pasadena 8. 
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Extensive Scleral Perforation with 
Complete Recovery 


HENRY E. MONTROSS, M.D., Los Angeles 


THE CASE OF A MAN who retained normal vision 
after healing of an extensive through-and-through 
laceration of the sclera of the left eye is here re- 
ported in detail because only cursory accounts of 
the management of such a case were found in the 
literature. 


REPORT OF A CASE 


A healthy man, a sheet metal worker 32 years of 
age, walked into the office, presented himself for 
treatment by the author and stated that in the 
course of his activities as a sheet metal worker, a 
screwdriver slid from a piece of metal upon which 
he was working and plunged into his left eye. Upon 
examination a linear, through-and-through lacera- 
tion of the left globe was observed. It began 1 mm. 
within the corneal substance at four o’clock and 
extended for 2 cm. obliquely into the inferior fornix 
almost at the outer canthus. The anterior chamber 
was filled with blood. There was no perception of 
light. Visual acuity in the right eye was 20/20. 

The patient was placed upon the operating table 
in the office surgery. The skin of the area of the 
left eye was gently cleansed with aqueous merthio- 
late. A tetanus sensitivity test was immediately 
begun. A nurse separated the lids with two Des- 
marres lid everters, one holding up the upper lid 
and the other gently pulling down on the lower lid. 
The lid everters rather than a speculum were used 
to avoid putting pressure on the eye. Vitreous 
oozed from the lips of the wound. The left globe 
appeared slightly smaller than the right. It appeared 
that the ciliary body was included in the area of 
laceration. One cubic centimeter of procaine 2 per 
cent and epinephrine was injected retrobulbarly. No 
other anesthetic agent was used. Three 6-0 black 
silk sutures were inserted into the scleral wound at 
suitable intervals to effect closure. Each suture was 
first put through the conjunctiva, well back from 
the lacerated edge. The needle was then brought to 
the edge of the scleral wound and was then nipped 
into, but not through, the substance of the sclera; 
that is, the needle was brought out through the 
thickness of the edge of the scleral wound, rather 
than through the internal scleral surface. Next 
it was similarly inserted into the opposite lip 
of the scleral wound and then brought out through 
the conjunctiva well back of the conjunctival lacera- 
tion. Considerable conjunctiva was included in each 
suture so that the resultant conjunctival gathering 
would provide a padding and splint over the scleral 
wound. 

After all three sutures were placed, each was tied 
with a square knot. To minimize irritation, the ends 
were cut as short as possible without making re- 
moval later too difficult. 
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Atropine ointment and chloramphenicol ointment 
were instilled into the conjunctival sac and a fairly 
thick, firm dressing was applied over the injured 
eye and a lighter dressing over the uninjured one. 
The previously mentioned test having shown no 
sensitivity to tetanus antitoxin, 1,500 units was 
administered. 

The patient was conveyed in a wheelchair 
through an under-street tunnel into the California 
Hospital and there was immediately put to bed. 
Absolute bed rest in a supine position for 48 hours, 
with no bathroom privileges, was prescribed. Chlor- 
amphenicol was administered, 1 gm. intramuscu- 
larly once daily for three days, then one 250 mg. 
capsule by mouth four times a day. Codeine was 
given as needed for relief of pain. 

After two days the dressings were removed from 
both the injured and the uninjured eye. After 
observation, the dressing on the left eye was re- 
placed. The hospital progress notes indicate that 
there was complete recession of hyphemia. From 
the next day onward, the patient was permitted to 
walk to the bathroom once daily but except for that 
had to remain in bed. If further voiding was neces- 
sary, the bedpan was to be used. He was instructed 
to lie either supine or resting on the left side. The 
left-sided position was considered an inducement 
to a firm reattachment of the retina at the site of 
the wound. The head was somewhat elevated on 
pillows during this time, a measure also designed 
to promote retinal reattachment. 

After eight days the use of chloramphenicol was 
discontinued. The fundus was reported as “fairly 
clear” at that time. 

During the stay in the hospital the patient was 
afebrile. On one occasion, when a cathartic was 
needed, milk of magnesia and cascara were given. 

Two weeks after operation the patient was dis- 
charged to his home with explicit instructions that 
he was to remain quietly in bed, do no reading and 
watch no television. These instructions were given 
to keep the movement of the eyes to a minimum lest 
retinal detachment occur. 


Four days after returning home, the patient was 
transported to the office in an automobile. The 
laceration appeared to be healing satisfactorily. 
After another four days, when the stitches were 
removed, the wound appeared to be well closed. 


The patient was finally permitted to return to 
work some three and a half months after the injury. 


It is believed that complete bed rest with binocu- 
lar dressing for 48 hours was an essential feature 
in the patient’s excellent recovery. Considerable 
thought was given throughout the treatment to the 
possibility of retinal detachment. 

A detailed examination six months after injury 
showed that the vision of each eye was 20/15 for 
distance and 14/14 for near. There was no evidence 
of conjunctival inflammation. A tiny pseudo pte- 
rygium was noted at the right corneal limbus at 
four o’clock—the site of the wound. The lens 
showed no evidence of cataractous infiltration. 
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There were no opacities in the vitreous. A coloboma 
of the retina could be seen at the site of the wound. 
No evidence of sympathetic involvement was seen in 
the right eye. 

When tested again more than a year later, the 
uncorrected distance vision of the left eye was 20/20- 
2 and the near 14/14-1, as compared to 20/20 plus 
3 for distance and 14/14 for near in the case of the 
right eye. The patient complained of mild leftsided 
headache after reading. Stereoscopic examination 
showed normal simultaneous binocular vision as 
well as precise fusion and excellent depth percep- 
tion. After ascertaining that the right eye was the 
dominant eye, muscle balance testing on the Stevens 
phorometer showed esophoria of 4 prism diopters 
for near. Close scrutiny of the left globe revealed a 
tiny scar at the corneal limbus at 4 o’clock and a 
faint line of pigment which extended from this scar 
into the lower fornix near the outer canthus. 

Upon slit lamp and funduscopic examination of 
the left globe, no pathologic change was seen except 
the fairly well pigmented retinal coloboma at the 
site of the injury. There was no abnormality in the 
right globe. The refractive error was finally found 


For Your Patients— 


to be as follows: Right eye: Plus .25S: 20/15-1 for 
distance, 14/14 for near. Left eye: Plus 1.00S com- 
bined with a plus .25C, X170: 20/15-1 for distance 
and 14/14 for near. 

The slightly increased degree of hyperopic error 
in the case of the left eye as compared to that of 
the right was assumed to be a consequence of a 
slight shrinking of the left globe following the 
original injury. 


SUMMARY 


A detailed report of an extensive through-and- 
through laceration of the sclera of the left globe 
is presented, with a description of the surgical 
repair and care of the patient afterward. Careful 
attention was given to measures to prevent retinal 


detachment. Function and vision returned to normal. 
2814 North Eastern Avenue, Los Angeles 32. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 439th Meeting of 
the Council, San Francisco, St. Francis Hotel, 


August 16, 1958. 


The meeting was called to order by Vice-Chair- 
man Sherman in the Georgian Room of the St. 
Francis Hotel, San Francisco, on Saturday, August 
16, 1958, at 9:30 a.m. 


Roll Call: 


Present were President West, President-Elect 
Reynolds, Speaker Doyle, Vice-Speaker Heron, Edi- 
tor Wilbur and Councilors MacLaggan, Wheeler, 
Todd, Foster, O'Connor, Shaw, Sherman, Bostick 
and Teall. 

Absent for cause, Secretary Daniels and Coun- 
cilors O’Neill, Kirchner, Pearman, Harrington, 
Davis and Lum. 

A quorum present and acting. 

Present by invitation during all or a part of the 
meeting were Messrs. Hunton, Thomas, Clancy, 
Gillette and Whelan of C.M.A. staff; Robert Huber, 
legal counsel; county society executives Scheuber 
of Alameda-Contra Costa, Pettis of Los Angeles, 
Bannister of Orange, Marvin of Riverside, Donovan 
and Colvin of Santa Clara; Doctor Malcolm Merrill, 
state director of public health; Doctor Marshall Por- 
ter, state director of mental hygiene; Doctors A. E. 
Larsen and William Gardenier of California Physi- 
cians’ Service; Doctor Carl Moore, president of 
Kern County Medical Society; and Doctors David 
A. Wood, Malcolm Watts, John Keye and Francis 
J. Cox. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 438th meeting of the Council, held July 12, 
1958, were approved. 

2. Membership: 


(a) A report of membership as of August 14, 
1958, was presented and ordered filed. 
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(It was pointed out that the addition of about 
350 additional members by December 31, 1958, 
would entitle the C.M.A. to an additional delegate 
to the A.M.A.) 


(b) On motion duly made and seconded, 66 
members who had become delinquent through non- 
payment of dues and had now met the dues obliga- 
tion were voted reinstatement. 


(c) On motion duly made and seconded in each 
instance, nine applicants were voted Associate Mem- 
bership. These were: Walter D. Hawk, J. G. Mc- 
Cormack, Alameda-Contra Costa County; Jean Pou- 
teau, Marin County; Glen W. Miller, Mendocino- 
Lake County; Frederick A. Obrock, Riverside 
County; John A. Mitchell, Sacramento County; 
Francis J. Rigney, San Francisco County; Jan Kel- 
son, David R. Talbot, Ventura County. 


(d) On motion duly made and seconded, Doctor 
Eugene Hall of the Inyo-Mono County Medical So- 
ciety was voted Retired Membership. 


(e) On motion duly made and seconded, a re- 
duction of dues was voted for two members for a 
period of postgraduate study. 


3. Financial: 


(a) A report of bank and other balances as of 
August 14, 1958, was presented and ordered filed. 


(b) A request was presented for a contribution 


FRANCIS E, WEST, M.D. . 
T. ERIC REYNOLDS, M.D. . 
JAMES C. DOYLE, M.D. 

J. NORMAN O'NEILL, M.D. 
DONALD D, LUM, M.D. . 
ALBERT C. DANIELS, M.D. Secretary-Treasurer 
IVAN C. HERON, M.D. Chairman, Executive Committee 
DWIGHT L. WILBUR, M.D. . ; Editor 
JOHN HUNTON . - «» « « « Executive Secretary 
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to a campaign fund relative to one of the public 
propositions on the next general election ballot and, 
on motion duly made and seconded, it was voted not 
to contribute to this fund but, in accordance with 
usual policy, to suggest that physicians form inde- 
pendent committees on this proposition. 


4. Cancer Commission: 


Doctor David A. Wood, chairman of the Cancer 
Commission, gave a progress report, including a 
report of the medical director of the commission. 
He stated, among other things, that four regional 
meetings have been planned for the coming year 
between representatives of the Cancer Commission 
and the officers and cancer committee members of 
the county societies. He also reported that the Can- 
cer Commission would revise and reissue its pam- 
phlet on “Unconventional Cancer Treatments.” 


5. State Department of Public Health: 


Doctor Malcolm Merrill, State Director of Public 
Health, reported that a diagnostic testing machine 
which has been prepared for sale in San Diego 
County was under investigation by his department 
and that the State Board of Health would review 
the investigative material at its next meeting, with a 
view toward determining whether or not the ma- 
chine constituted a threat to the public health. 

He also reported that the incidence of both en- 
cephalitis and poliomyelitis was quite low at this 
time. Doctor Merrill also reported that Doctor Mar- 
cia Hayes, director of the Children’s Bureau of his 
department, is currently confined to a respirator 
from a still-undiagnosed affliction. On motion duly 
made and seconded, it was voted to communicate 
to Doctor Hayes the best wishes of the Council for 
her return to good health. 


6. Public Relations: 


Doctor Malcolm Watts, chairman of the Com- 
mittee on Public Relations, reported that the com- 
mittee had met to consider the resolutions from the 
1958 House of Delegates which had been referred 
to it by the Council. He reported the following ac- 
tions: 


Resolution No. 23, referred to the Council and 
by it to the Committee on Public Relations, includ- 
ing seven “resolved” sections—The committee voted 
to refer back to the Council the first three “Re- 
solved” sections as calling for policy decisions. The 
fourth “Resolved,” relative to opinion surveys, will 
be covered in items in Newsletter asking for opin- 
ions and suggestions from members. The fifth “Re- 
solved” was considered by the committee to be the 
province of the District Councilors who could report 
to their constituents on such subjects from Council 
meetings as they considered of interest. The sixth 
“Resolved” was felt to be already being met in 
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reporting Council activities in CALIFORNIA MEDICINE 
and a digest in Newsletter. 


Resolution No. 28, relating to the basic rights of 
Americans—The committee felt that the intent of 
this resolution was already accepted as a part of 
C.M.A. policy and no further action was needed. 

Resolution No. 32, relating to health insurance— 
The committee will invited the author of the resolu- 
tion to meet with it to discuss his objectives. 


Resolution No. 35, relative to public availability 
of emergency services—The committee felt the 
availability of advertising funds contributed by the 
C.M.A. to the county societies would make possible 
the carrying out of this proposal. 

Resolution No. 58, relative to socialism—The 
committee felt the objectives of this resolution were 
already a part of C.M.A. policy and no action was 
needed at this time. 

On motion duly made and seconded, it was voted 
to refer to the Constitution Committee, which is to 
be reactivated, the first three “Resolveds” of Reso- 
lution No. 2. 

On motion duly made and seconded, it was voted 
to approve the solicitation through Newsletter of 
suggestions for better communications. 

On motion duly made and seconded, it was voted 
that Council meeting minutes be prepared to include 
parenthetical explanations of the background of 
individual items and that Councilors be given an 


opportunity to append their individual reports and 


comments to copies of such minutes to be sent to 
officials in their own districts. 


Doctor Watts also reported that his committee 
has suggested that a new plaque be prepared by the 
A.M.A. on the “Fifth Freedom” of free choice of 
physician. He also reported that his committee did 
not advise sending a letter to county medical so- 
cieties relative to the cost of drugs under the public 
welfare medical care program. 


Doctor Watts then discussed a philosophy of 
medical public relations, based primarily upon 
medicine’s identifying itself with the interests of 
the individual, as a means of educating the public 
on the advantages of the private practice of medi- 
cine. 

On motion duly made and seconded, it was voted 
to accept the committee report and provide for its 
distribution to appropriate officers and members. 


7. California Medical Association Standards: 
President-Elect Reynolds called attention to the 
fact that he and President West would soon start 
their official visits with county societies. He sug- 
gested a Council meeting to be devoted to the de- 
termination of standards and policies on important 
topics of the day, so that these officials may be 
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assured they are voicing official opinions in their 
meetings with county groups. 


8. Commission and Committee Appointments: 

Councilor Bostick, chairman of the Committee on 
Nominations, made the following nominations for 
committee and commission appointments, all of 
which, on motion duly made and seconded, were 
approved: 

Doctor Herbert C. Moffitt, Jr., as chairman of the 
Committee on the Private Practice of Medicine in 


Medical Schools. 


Doctors Dewey Powell and Dorothy Allen as 
members of the Committee on History and Obitu- 
aries; accept with regret the resignation of Doctor 
J. Roy Jones as a member of this committee. 

Doctor Howell Wiggins of San Diego as a mem- 
ber of the Committee on Blood Banks, vice Doctor 
Thomas F. O’Connell, Jr., resigned. (Subject to 
approval of committee; he has approved.) 


Doctor Knox Finley as a member of the Commit- 
tee on Mental Health, vice Mathew Ross, resigned. 


Committee on Adoptions, a new committee— 
George Herzog, Jr., San Francisco, chairman; Wil- 
liam W. Belford, San Diego; John Ewer, Oakland; 
Joseph Telford, San Diego; Roberta Fenlon, San 
Francisco; John Walsh, Sacramento; Dan O. Kil- 
roy, Sacramento; Henry Tieche, Fresno; Ira H. 
Degenhardt, San Rafael; Russell W. Mapes, Beverly 
Hills; additional names to be submitted later. 


9. California Medicine: 


Editor Wilbur reported that Doctor William A. 
Kiskadden had found it necessary to resign as a 
member of the Editorial Board of CaLirorn1a MEp- 
ICINE for plastic surgery; he recommended that 
Doctor George Webster of Pasadena be appointed 
to succeed him and, on motion duly made and 
seconded, it was voted to approve this appointment. 


10. Medicare: 


Mr. Thomas reported that a new schedule of 
allowances for Medicare cases had been prepared 
following discussions with Department of the Army 
officials administering this program and that ap- 
proval was needed to authorize signing of an amend- 
ment to the present contract to make these allow- 
ances official. He also reported that new regulations 
had been drafted, to become effective October 1, 
1958, and that Army officials were expected to issue 
such regulations in the near future. Following dis- 
cussion, it was regularly moved, seconded and voted 
to approve the substitution of the new schedule of 
allowances for the present schedule, 


11. Public Welfare Medical Care Program: 


Doctor West presiding; Doctor Sherman reported 
that the Liaison Committee to the State Department 
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of Social Welfare did not believe a statewide letter 
relative to drug costs was advisable at this time. 


Doctor Sherman also reported that following a 
meeting with the Board of Social Welfare his com- 
mittee felt that prior authorization for treatment 
under the public welfare program would be dropped 
entirely but that an orderly procedure for doing this 
must be established. He suggested lists of counties 
in the northern and southern areas where discon- 
tinuance of prior authorization might first be ex- 
pected, with other counties to follow. 


Doctor Sherman also suggested that a study be 
made of the cost of hospitalization insurance for 
aged indigents, using one county as a pilot area. 
On motion duly made and seconded, it was voted to 
refer this proposal to the Commission on Medical 
Services. 


12. Committee on School Health: 


Doctor MacLaggan presented a request received 
from the California Teachers Association, asking 
that a joint liaison committee be established for 
the purpose of discussing school health matters of 
mutual concern. On motion duly made and seconded, 
it was voted to approve this proposal, Doctor Mac- 
Laggan as Chairman of the Division of Community 
Health Services of the Commission on Public 
Health and Public Agencies to appoint the com- 
mittee. 


13. Medical Review and Advisory Board: 


Mr. Whelan made inquiry as to the advisability 
of printing additional copies of the Patient Attitude 
Test, in order to fill several orders received since 
the original printing was exhausted. On motion 
duly made and seconded, it was voted to print an 
additional supply. 


14. State Department of Mental Hygiene: 


Doctor Marshall Porter, State Director of Mental 
Hygiene, reported that in the 1958 fiscal year, state 
hospitals had shown a census decrease from the pre- 
ceding year. This contrasted with the increasing 
rate in former years, when a new hospital was re- 
quired about every two years to handle the case 
load. Doctor Porter attributed the reduced census 
to improved care and consequent earlier release of 
patients. . 

Doctor Porter also reported that a fund of $333,- 
000 was now available for training state hospital 
physicians in psychiatry. This program is expected 
to provide better care for patients and to reduce 
turnover of professional personnel. 


15. Judicial Commission: 


Councilor Wheeler brought before the Council an 
inquiry arising from a county society in his district, 
asking official policy in the handling of disciplinary 
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actions brought by societies following hearings by 


review committees of fee complaints brought by’ 


third parties. On motion duly made and seconded, 
it was voted that the Council notify the officers and 
appropriate committees of county medical societies 
of the passage of Resolution No. 9 by the 1958 
House of Delegates and request the societies be 
guided by this resolution. 


16. Woman’s Auxiliary: 
On motion duly made and seconded, it was voted 
to ask the administrative office to cooperate with 


the Woman’s Auxiliary on plans for the reception 
to be held during the 1959 Annual Session. 


17. Conference of County Society Officers: 

On motion duly made and seconded, it was voted 
to hold the annual Conference of County Society 
Officers on the day preceding the January, 1959, 
meeting of the Council, in Los Angeles. 


18. Time and Place of Next Council Meeting: 


On motion duly made and seconded, it was voted 
to hold the next meeting of the Council in San 
Diego on September 13, 1958. 


19. California Physicians’ Service: 

Doctor Heron reported that the conversion of in- 
dividual contracts in C.P.S., to provide a measure 
of co-insurance on hospitalization, was proceeding 
smoothly. He also reported that fee schedules were 
being sent to physicians in Los Angeles and Orange 
Counties for use under a $7,200 income ceiling, 
some contracts on which are already in force. 


20. Essay Contest: 


On motion by Councilor Foster, duly seconded, 
it was voted to approve essay contests to be held in 
high and junior high schools on the subjects “The 
Advantages of the Private Practice of Medicine” 
and “The Advantages of the Free Enterprise Sys- 


” 


21. Ad Hoc Committee on Research and Planning: 

Doctor West reviewed for the Council the deter- 
minations reached by the ad hoc committee on Re- 
search and Planning and asked the members of the 
Council to review the original report of this com- 
mittee from its initial meeting so that later consid- 
eration could be given to it. 


22. Resolution of Appreciation: 

Councilor Shaw proposed that a resolution be 
adopted to commend Mr. Donald Douglas, President 
of Douglas Aircraft Co., for his company’s progres- 
sive action in providing medical and hospital serv- 
ices for employees and their dependents through 
private enterprise channels. On motion duly made 
and seconded, it was voted to adopt such a resolu- 
tion and to forward copies of it to Mr. Douglas. 
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23. Commendation of Senator Knowland: 


On motion duly made and seconded, it was voted 
to forward to Hon. William F. Knowland, Senator 
from California, the official commendation of the 
Association for his prompt and effective action in 
supporting the Association’s position on Medicare 
legislation in the Congress. 


24. November Council Meeting: 


It was announced that facilities would be avail- 
able at Disneyland for the November Council meet- 
ing and it was voted to hold that meeting in Disney- 


land. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 5:15 p.m. 
SAMUEL R. SHERMAN, M.D., Vice-Chairman 
Joun Hunton, Acting Secretary 


Wanted by the FBI 


THE Federal Bureau of Investigation requests the 
cooperation of the physicians in California in lo- 
cating a fugitive sought in connection with irregu- 
larities in violation of the National Bankruptcy Act. 
The fugitive, Martin L. Manson,,may be receiving 
medical care. The FBI has been informed that Man- 
son told a business associate in July, 1952 that he 


‘had been treated in Oakland for a malignant tumor. 


Manson was indicted by the Federal Grand Jury 
at Los Angeles on February 25, 1953, for violation 
of the National Bankruptcy Act. 


Manson, who is known to have used numerous 
aliases, for many years operated a tailor shop in 
Santa Barbara under the firm name of “Martin’s.” 
He also established several small dry-cleaning shops 
and either abandoned or closed them after a few 
months, moving to new locations. 


A physical description of Manson, according to 
the FBI, is as follows: Male, white, 69 years old, 
5 feet 71% inches tall, weight about 170 pounds, 
portly build, light blue eyes, mixed grey and brown 
hair, thin on top. He is proud, boastful and self- 
assertive. He is married and has a daughter and 
lists his occupation as tailor. 


He has used the aliases Martin Luther Manson, 
Martin Leonard Manson, Bill Billinger, Martin Mar- 
tinez, Rue Max Adams, Rue Leonard Adams, L. 
Martin, M. Leonard, Martin Leonard, Leo Leonard. 

Any information concerning him should be given 
to the Federal Bureau of Investigation, 1340 West 
Sixth Street, Los Angeles, HUbbard 3-3551, or the 
nearest office of the FBI as listed on the first page of 
every telephone directory. 


293 





In Memoriam 


Banks, WituiAM H. Died in Decoto, August 20, 1958, 
aged 84, Graduate of Cooper Medical College, San Fran- 
cisco, 1904, Licensed in California in 1904. Dr, Banks was 
a retired member of the San Francisco Medical Society and 
the California Medical Association, and an associate mem- 
ber of the American Medical Association. 


+ 


CHRISTENSEN, WALTER. Died July 23, 1958, aged 79, Grad- 
uate of Minneapolis College of Physicians and Surgeons, 
Minnesota, 1904. Licensed in California in 1923. Dr. Chris- 
tensen was a retired member of the Los Angeles County 
Medical Association; a life member of the California Med- 
ical Association, and an associate member of the American 
Medical Association. 


+ 


DeLappe, GuERNE W. Died in Modesto, August 8, 1958, 
aged 36. Graduate of University of California School of 
Medicine, Berkeley-San Francisco, 1945. Licensed in Cali- 
fornia in 1945. Dr. DeLappe was a member of the Stanislaus 
County Medical Society. 


Dotan, P. E. Died in Oakland, August 10, 1958, aged 70, 
of bronchogenic carcinoma. Graduate of Oakland College 
of Medicine and Surgery, 1914. Licensed in California in 
1915. Dr. Dolan was a retired member of the Alameda- 
Contra Costa Medical Association and the California Medi- 
cal Association, and an associate member of the American 
Medical Association, 


+ 


Evertst, Guy V. Died in San Diego, September 3, 1958, 
aged 50. Graduate of St. Louis University of Medicine, Mis- 
souri, 1935. Licensed in California in 1953. Dr. Everist was 
a member of the San Diego County Medical Society. 


+ 


Jones, Donat. Died in Cleveland, Ohio, August 7, 1958, 
aged 48, of emboli following cardiac surgery. Graduate of 
Hahnemann Medical College and Hospital of Philadelphia, 
Pa., 1936. Licensed in California in 1937. Dr. Jones was a 
member of the Sacramento Society for Medical Improve- 
ment, 


Lane, Stuart Freperic. Died in Oxnard, May 27, 1958, 
aged 61, of ruptured abdominal aneurysm and arterioscle- 
rosis. Graduate of University of California School of Medi- 
cine, Berkeley-San Francisco, 1927, Licensed in California 
in 1927, Dr. Lane was an associate member of the Ventura 
County Medical Society. 

% 


Mitter, BENJAMIN F. Died in Whittier, May 25, 1958, 
aged 83. Graduate of Rush Medical College, Chicago, IIli- 
nois, 1897. Licensed in California in 1911. Dr. Miller was a 
retired member of the Los Angeles County Medical Associa- 
tion and the California Medical Association, and an asso- 
ciate member of the American Medical Association. 


+ 


Osorio, Vasco M. Died in Piedmont, August 29, 1958, 
aged 71. Graduate of University of Louisville School of 
Medicine, Kentucky, 1916. Licensed in California in 1924. 
Dr. Osorio was a member of the Alameda-Contra Costa 
Medical Association. 

+ 


Potter, Maryory J. M. Died in La Mesa August 16, 1958, 
aged 87. Graduate of University of Buffalo School of Medi- 
cine, N. Y., 1897. Licensed in California in 1918. Dr. Potter 
was a retired member of the San Diego County Medical 
Society and the California Medical Association, and an asso- 
ciate member of the American Medical Association. 


+ 


Reusock, Donatp Jacos. Died August 7, 1958, aged 54. 
Graduate of University of Pennsylvania School of Medicine, 
Philadelphia, 1930. Licensed in California in 1944. Dr. Reh- 
bock was a member of the Los Angeles County Medical 
Association. 

+ 


Wirter, Catvin B. Died August 9, 1958, aged 76. Gradu- 
ate of Albany Medical College, New York, 1909, Licensed 
in California in 1922. Dr. Witter was a retired member of 
the Los Angeles County Medical Association and the Cali- 
fornia Medical Association, and an associate member of the 
American Medical Association. 
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APPLICATION Eighty-eighth Annual Session 
FOR HOUSING CALIFORNIA MEDICAL ASSOCIATION 


ACCOMMODATIONS San Francisco, California 
FEBRUARY 22-25, 1959 


FOR YOUR CONVENIENCE in mak- 
ing hotel reservations for the coming 
meeting of the California Medical 
Association, February 22 to 25, 1959, 
San Francisco, hotels and their rates 
are at the right. Use the form at the 
bottom of: this page, indicating your 
first and second choice. Because of the SHERATON-PALACE ‘Single Twin Beds Suites 
limited number of single rooms avail- oe 

. arket a 
prod 7 ‘aie nb rgry aes New Montgomery 8.50-16.00  12.50-20.00 __20.00-100.00 
if your request calls for rooms to be FAIRMONT 
occupied by two or more persons. All | 
requests for reservations must 
give definite date and hour of MARK HOPKINS 
arrival as well as definite date 999 California 14.00-18.00  18.00-22.00  32.00- 60.00 
and approximate hour of depar- 
ture; also names and addresses of ST. FRANCIS 
all occupants of hotel rooms must Powell at Geary 10.00-22.00 15.00-24.00 26.00- 75.00 
be included. 


HOTEL ROOM RATES * 


950 Mason 12.00-20.00 16.00-24.00 37.00- 66.00 


SIR FRANCIS DRAKE 
ALL RESERVATIONS MUST BE , 
RECEIVED BEFORE: FEBRUARY 1, 1959 450 Powell , 10.00-14.00 15.00-20.00 32.00- 40.00 


Note: The House of Delegates will convene at - 
the Sheraton-Palace Hotel: all Scientific Sessions *The above quoted rates are existing rates but are subject to any change which 
and Exhibits will be at the Civic Auditorium. may be made in the future. 


CALIFORNIA MEDICAL ASSOCIATION 
450 Sutter Street-—Room 2000 
San Francisco 8, California 


Please reserve the following accommodations for the 88th Annual Session of the California Medical Association, in San Fran- 
cisco, February 22 to 25, 1959. 


Single Room $ Twin Bedded Room $ 

SUNN: SU Goines csccerccniccrneersenee ' Large Suite’ $ 

First Choice Hotel 

ARRIVING AT HOTEL (date) Pi iain, Pun P.M. { Hotel reservations will be held until 
Leaving (date) : -M................-P.M. | 6:00 P.M., unless otherwise notified 
THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each twin- 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the 
rooms asked for: 


County 
City and State... 
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MALCOLM H. MERRILL, M.D., M.P.H. 
Director, California State Department of Public Health 


PROPOSALS FOR CURRENT and long-range programs agencies on sound educational practices in alco- 
for rehabilitation of alcoholics are being readied _ holism. 
by the State Health Department for consideration : 
“ a aioe of as Legislature. The California infant mortality rate has increased 

The proposals, drawn by the Division of Alcoholic during the last two years after showing a steady 
Rehabilitation following numerous meetings with decline from 75.0 deaths under one year of age per 
its five-member advisory committee and discussion thousand births in 1920 to the low rate of 23.6 in 
with interested agencies and organizations, are in 1955. The rate for 1956 was 24.0 and for 1957, 
three major fields: Treatment and rehabilitation 24.8. The 1957 rate was the highest recorded since 
services; study and investigation; education, infor- 1950, when it was 24.9. j 
mation and training. In California there were 350,525 live births in 

In the general field of treatment and rehabilitation 1957, an increase of 17,000 or the preceding year. 
the department is considering a proposed system of There were 8,704 resident infant deaths last year, 
financial grants to communities for the development compared with 7,998 for 1956. If the infant mor- 
and support of approved community programs for tality rate for 1957 had remained at the 1956 level, 
the treatment and rehabilitation of alcoholics and there would have been approximately 300 fewer 
for the control of alcoholism. Under this proposal, infant deaths than actually occurred. 


cities and counties would be eligible for State funds Study of the causes of death reported on death 
on 6 $0:50 shoved basis. certificates indicates that approximately _three- 


Components of approved community services fourths of the increase was due to diseases of the 
might include such activities as out-patient clinics, | 'spitatory system, including pneumonia of the 
detoxication centers, rehabilitation programs in  ewborn. Other categories which show increases in- 


jails and jail farms, rehabilitation houses, and coun- clude diseases of the central nervous system, con- 
seling and consultation services. genital malformations, and certain diseases of early 
The department also is proposing that the present infancy such as hemolytic disease of the newborn 
“pilot” alcoholism rehabilitation clinics which are and prematurity. 
currently supported by State funds be continued on 
the same basis for a period of five years in order to Dr. Dell F. Dullum, former chief radiologist at 
adequately test operational feasibility and to learn = Letterman Hospital, San Francisco, has’ been en- 
further of the value of out-patient services for al- gaged by the department to assist in the development 
coholics, of a state-wide radiologic health program and to 
Further, the department is considering making strengthen current radioactivity surveillance ac- 
available financial grants to California medical __ tivities. 
schools for the establishment of out-patient and in- Dr. Dullum will serve as department technical 
patient services within these training centers for the _ consultant, coordinating radiologic health investi- 
treatment of alcoholics. Services within the medical _ gations and activities within the agency. In this 
schools would be primarily for teaching and train- _ capacity he will provide consultation to staff on the 
ing. public health effects of immediate and long-range 
In order to extend alcoholism education, informa- hazards of nuclear radiation, evaluate radiation 
tion and training, the department is proposing to safety and tolerance standards, and make recom- 
find out specific training and education needs and mendations regarding protective and preventive 
to serve these needs through stimulation or spon- =‘ Measures. 
sorship of training operations for special profes- His responsibilities will extend well beyond con- 
sional groups and for various regions and com- cern with radioactive fallout. They will include, as 
munities. In addition, the department proposes well, industrial exposures to radiation and the prob- 
publication of pertinent literature and the provision —_lems surrounding medical and dental use of radia- 
of consultation to communities and community tion equipment. 


7 7 ? 


7 7 7 
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Dr. Dullum is a member of the American Board 
of Radiology, American College of Radiology, 
Radiology Society of North America, the American 
Medical Association and the California Medical 


Association. 
7 7 7 


Dr. William H. Clark, a member of the Alameda- 
Contra Costa County Medical Association, has been 
named assistant chief of the department’s Division 
of Preventive Medical Services, filling the vacancy 
left when Dr. Frederic M. Kriete was appointed 
deputy state health director last year. 

Dr. Clark since 1955 has been chief of the 
Bureau of Adult Health. He joined the department 
in 1947 as a medical officer in the Bureau of Acute 
Communicable Diseases. He is a 1941 graduate of 
the University of California, where he also received 
his degree in medicine in 1946 and his master’s 
degree in public health in 1948. He was certified 


to the American Board of Preventive Medicine in 
1954. 


? 7 ? 


Results of a ten-month environmental and medical 
study of exposure of railroad freight train crews to 
diesel engine exhaust and sand show no significant 
amount of acute health damage and no definite dif- 
ference between those exposed and those unexposed 
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to exhaust products and to the dust from track 
sanders. 

The study, performed by the Bureau of Adult 
Health and the Industrial Hygiene Laboratory in 
collaboration with the California Public Utilities 
Commission, showed that measurable exposures to 
diesel gases occur when trains are passing through 
up-grade tunnels. None of the exposures to exhaust 
constituents, however, approached the maximum 
acceptable concentration for regular daily industrial 
exposure. The concentrations were of the order 
which is experienced in everyday living in urban 
areas. 

In the engineering, chemical and medical pro- 
cedures, many techniques not previously adapted to 
the conditions of railroad operation were utilized, 
and some new methods and modifications of estab- 
lished techniques were evolved. This study was made 
possible through the cooperation and participation 
of the four California railroad companies and the 
four operating railroad brotherhoods. 

A five-volume report prepared by the Bureau of 
Adult Health has been accepted for limited publica- 
tion by the Public Utilities Commission. 

r 7 ? 


Physicians desiring further details concerning any 
of the items in this communication may direct inquiries 
to the California State Department of Public Health, 
2151 Berkeley Way, Berkeley 4. 
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AUXILIARY 


0 THE CALIFORNIA MEDICAL ASSOCIATION 
Meet “Your Auxiliary Officers 


To BETTER ACQUAINT YOU with the officers of the 
Woman’s Auxiliary to the California Medical Asso- 
ciation, we present the first of a series of photo- 
graphs and the eligibility of the members of the 
Executive Board, as well as the appointees who are 
responsible for the proper procedures in the busi- 
ness, financial and legal aspects of our operation. 

These officers represent the experience of many 
years of service in the Auxiliary and the Medical 
Association, and have proven their ability to direct 
the activities of the thirty-four county society aux- 
iliaries and seven branches. 


7 v g 


The President, Mrs. Newell Jones, has been an 
active Auxiliary member since 1933. She was presi- 
dent of the Los Angeles County 
Auxiliary in 1945-1946 and has 
served on the State Board con- 
tinuously since that time with 
the exception of one year. As 
district councilor for a two-year 
period, editor of The Courier 
for two years, then treasurer two 
years, a year as parliamentarian 
and last year as president-elect, 
her background is well established and she should 
be of value to the organization. Her husband prac- 
tices pediatrics in Encino. 


7 ¥ A 


The President-Elect, Mrs. Theodore Poska, is 
equally well prepared. She has continued her ac- 
tivities in the Humboldt County 
Auxiliary while serving in many 
capacities on the state level. 
Mrs. Poska had the arduous 
task of writing the twenty-five 
year history of the Auxiliary, 
was chairman of Public Rela- 
tions, second vice-president, 
first vice-president, and at pres- 
ent is preparing for her duties 
as president next year. Her husband, “Ted” Poska, 
who is a member of the Academy of General Prac- 
tice, practices in Eureka. 


Mrs. Jones 


Mrs. Poska * 
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First Vice-President, Mrs. Samuel Gendel, has 
given her time and efforts to the Auxiliary also. 
Her tour of duty has included 
Today’s Health; she was first 
American Medical Education 
Foundation chairman, second 
vice-president, first vice-presi- 
dent, recording secretary, and 
at this time is repeating as first 
vice-president. Sophie is plan- 
ning for a substantial increase 
in membership and solicits the 
aid of the doctors to help her. Dr. Gendel specializes 
in surgery in Fullerton. He is accustomed to his wife’s 
philanthropic activities and enjoys her interest in 
Auxiliary work. 


Mrs. Gendel 


? ¢ 


Second Vice-President, Mrs. Warren Bostick, 
served the Auxiliary for two years as district coun- 
cilor for District Ten during 
the time that Dr. Bostick was 
district councilor for the Asso- 
ciation. She admits her knowl- 
edge and efficiency in the per- 
formance of her duties was 
influenced by her husband’s 
performance. Two active teen- 
age boys and a busy husband 
keep the San Rafael manse 
jumping. 


Mrs. Bostick 


7 7 7 


Recording Secretary, Mrs. Everett Stone, after a 
year as Today’s Health chairman, served the Aux- 
iliary as an expert chairman of 
Legislation for three years. Her 
continued interest in medical 
legislation on the county level 
and for other organizations is 
an effective influence on the be- 
half of a good medical associa- 
tion legislative program. Dr. 
Stone specializes in preventive _ 
medicine; as director of public 
health for Riverside County, he is almost as busy as 
his wife. 


Mrs. Stone 
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Treasurer, Mrs. Charles Sprague, a former news- 
paperwoman, was district councilor for the Second 
District for two years. She con- 
tributed her publications exper- 
ience as editor of The Courier 
for two years; served as record- 
ing secretary; and was second 
vice-president last year. She 
earned a master’s degree at 
Redlands University last year 
and she is homemaker for three 
teen-agers and her husband, a 
general surgeon. Her home is Road’s End Ranch in 


Highlands. 


Sha 


Mrs. Sprague 
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For actual working hours, the office of corre- 
sponding secretary is most demanding. Correspond- 
ing Secretary Mrs. Arthur Hurd 
served a term in this office once 
before, a few years ago, fol- 
lowed by two years as treasurer 
and two years as finance chair- 
man. Her knowledge of the 
membership and the duties of 
each chairman, as well as the 
over-all policies of Auxiliary 
work, is invaluable to the or- 
ganization, and especially to the president. The 
Hurd home in San Marino, where Dr. Hurd prac- 
tices pediatrics, is another busy household with three 
active teen-agers. 


Mrs. Hurd 


7 7 7 


The appointment of experienced members in the 
capacity of Parliamentarian, Finance, and Revisions 
is imperative to assure the coordination and suc- 
cessful operation of the technical aspects of our 
program. 

As Parliamentarian, Mrs. Lawrence Gundrum 
gives us the benefit of her years of experience in 
many state offices and as a past state president. Her 
advice is invaluable and her judgment is astute. 
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We are fortunate to have Ethel on our Board this 
year. 

The Gundrums have recently moved into a new 
home at Laguna Beach, but Dr. Gundrum, an ear, 
nose and throat specialist, still practices in Los 
Angeles. 


? 7 ? 


Finance. Mrs. Homer Wolfsen, an active member 
of the Alameda County Auxiliary, worked with the 
Physicians’ Benevolence pro- 
gram for two years and as dis- 
trict councilor of the Ninth Dis- 
trict for two years. With the 
reputation for keeping her own 
bank book accurate, we are cer- 
tain that our financial affairs 
are in good hands. Dr. Wolfsen 
—Homer—is a member of the 
Academy of General Practice 
and is devoting all of his spare time to the Accident 
Prevention Committee. The City of San Leandro 
claims them. 


Mrs. Wolfsen 
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Revisions. Mrs. Garvin Goble came to the State 
Board as chairman of Finance two years ago. To 
utilize her talents for technolog- 
ical accuracy, she was made 
chairman of Revisions, and she 
carries on in the same capacity 
this year. Her awareness of the 
changing times and the advanc- 
ing methods of modern proce- 
dure will alert us to any neces- 
sary changes in the structure of 
our business methods. 

Monnie and Dr. Goble have three active teen- 
ager boys. Dr. Goble is a general practitioner. Busi- 
ness, golf, hiking and other sport activities keep 
them busy in Fortuna. 


2 


Mrs. Goble 
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Paragraphs of other officers will appear in an 
early issue of CALIFORNIA MEDICINE. 





NEWS & NOTES 


NATIONAL + STATE - COUNTY 


LOS ANGELES 


Dr. Norman Topping took office September 2 as the 
seventh president of the University of Southern California, 
his alma mater. He will be installed in traditional cere- 
monies on the campus October 23. 


Dr. Topping returned to Southern California from the 
University of Pennsylvania where he had been vice-presi- 
dent for medical affairs six years. He formerly was an As- 
sistant Surgeon General of the U. S. Public Health Service 
and associate director of the National Institutes of Health 
at Bethesda, Maryland, the research branch of the USPHS. 
While doing research work at the National Institutes of 
Health he developed the first effective treatment of Rocky 
Mountain spotted fever. 

Dr. Topping is a diplomate of the American Board of 
Preventive Medicine and Public Health, and is a member 
of the American Public Health Association, the Association 
of American Physicians, the Association of American Med- 
ical Colleges, the American Association for the Advance- 
ment of Science, the American Academy of Tropical Medi- 
cine, the American Epidemiological Society and the Soci- 
ety for Experimental Biology and Medicine. 


* * * 


The American Academy of Physical Medicine and Re- 
habilitation recently announced the election of Dr. Clar- 
ence W. Dail, San Gabriel, as president-elect. 


* * % 


Promotion of Dr. Thomas H. Brem to be chairman of 
the department of medicine in the University of Southern 
California School of Medicine was announced recently by 
Dr. Clayton G. Loosli, dean. 


The announcement followed the retirement of Dr. Paul 
Starr, who was head of the department from 1948 to 1955 
and then shared the chairmanship with Dr. Brem the past 
three years, Dr. Brem being in charge of teaching and Dr. 
Starr in charge of research. Henceforth, Dr, Brem will be 
responsible for both fields. 


A graduate of Stanford and Johns Hopkins, Dr. Brem 
was on the SC medical faculty from 1939 to 1949, with time 
out for service as a medical officer during the war. He spent 
the next five years as a professor at the UCLA medical 


school, and then returned to clinical teaching at SC in 
1954. 


SAN FRANCISCO 


Two medical research grants totalling over $40,000 have 
been received by Professor Ronald Grant of the department 
of physiology, Stanford University, for support of a new 
program of studies on functions of the brain. The pro- 
gram was established earlier this year by a gift of $25,000 
from the Zellerbach family of San Francisco. 

Studies of the septum will be supported by a $16,900 
grant from the National Institute of Neurological Diseases 
and Blindness, U. S. Public Health Service. A grant of 
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$25,000 from the Office of Naval Research will support 
studies of the adrenal hormones, epinephrine and norepi- 
nephrine. 

* * * 

Dr. Lewis Thomas, professor of medicine and chairman 
of the department of medicine of the New York University 
College of Medicine, New York City, will give the George 
Elgie Brown Memorial Lecture on “The Role of Hyper- 
sensitivity in Cardiovascular Diseases,” on October 25 at 
the 3lst annual meeting of the American Heart Association 
at San Francisco October 24 to 26, This lecture was estab- 
lished in memory of Dr. George Elgie Brown (1885-1935), 
head of a section of medicine in the Mayo Clinic, Roches- 
ter, Minnesota, and associate professor of medicine in the 
Mayo Foundation, Graduate School, University of Minne- 
sota. 


SAN MATEO 


Among officers elected by the American Congress of 
Physical Medicine and Rehabilitation was Dr. Frances 
Baker, San Mateo, as secretary. 


GENERAL 


The American Goiter Association has announced the 
opening of competition for the annual Van Meter Prize 
Award of $300 and two honorable mentions for the best 
essays submitted concerning original work on problems 
related to the thyroid gland. The award will be made at 
the annual meeting of the association which will be held 
in the Drake Hotel, Chicago, Illinois, April 30, May 1 
and 2, 1959. 


The competing essays, which must be entered by Janu- 
ary 15, 1959, may cover either clinical or research investi- 
gations, should not exceed 3,000 words in length. Further 
details may be obtained from the secretary of the associa- 
tion, Dr. John C. McClintock, 149% Washington Avenue, 
Albany 10, New York. 


A place will be reserved on the program of the annual 
meeting for the presentation of the winning essay by the 
author if it is possible for him to attend. 

* * * 


A new edition of the booklet, “Immunization Informa- 
tion for International Travel,” was issued recently by 
the Public Health Service of the Department of Health, 
Education, and Welfare. 


The booklet is designed primarily for use of travelers 
going abroad and for health departments and physicians. It 
gives current details on immunization requirements for per- 
sons entering the United States, including Americans re- 
turning from abroad, It also lists requirements and recom- 
mendations of the Public Health Service for American 
travelers. 


Information on bringing pets into the United States from 
other countries is included in a special section. 


Prepared by the Division of Foreign Quarantine of the 
Public Health Service, the booklet is for sale by the Super- 
intendent of Documents, Government Printing Office, Wash- 
ington 25, D. C., for 30 cents. 


ES * * 


A prize for the best paper on clinical research in 
the field of infertility is to be awarded for one of the pres- 
entations to be read at the annual meeting of the Pacific 
Coast Fertility Society in Palm Springs, November 20 to 23. 
The prize will consist of complete round trip transporta- 
tion and living expenses, to the annual meeting of the 
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American Society for the Study of Sterility, April 3 to 5, 
1959, at the Shelbourne Hotel, Atlantic City. The prize is 
being awarded by the E. R. Squibb Co. 


* * * 


The Washington State Heart Association in cooperation 
with Washington State Department of Health announced 
the Tenth Annual Symposium on Heart Disease to be 
held Friday and Saturday, October 17 and 18, at the Uni- 
versity of Washington Health Sciences Building, Seattle. 
Guest speakers and their subjects: 


Sir George White Pickering, University of Oxford, Eng- 
land, “Concept of Essential Hypertension,” and Starling’s 
“Concepts of Heart Failure in Man.” 

Dr, Carleton Chapman, University of Texas, “Hemody- 
namic Effects of Exercise,” and “Response of Hypertensive 
Patients to Physical Exercise.” 


Dr. Lewis Dexter, Harvard University, “Clinical-Patho- 
logical Correlations of Congestive Heart Failure,” and “Car- 
diac Output and Congestive Heart Failure.” 


Dr. James V. Warren, Duke University, “Treatment of 


Congestive Failure,” and “Natural History of Hypertensive 
Disease in Man and Hypertension in Giraffes.” 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Aviation Medicine. Wednesday, Thursday and Friday, 
October 22, 23 and 24, Nineteen hours, Fee: $65.00. 


Hematology: Abnormal Cell Cytology (San Bernar- 
dino). Tuesdays, October 28 through December 16. 
Twenty-four hours. Fee: $40.00. 


Practical Clinical Chemistry for Laboratory Tech- 
nologists. Wednesdays, October 29 to December 17. 
Twenty-four hours. Fee: $35.00 plus $5.00 breakage fee. 
$20.00 for lecture only. 


Removal of Foreign Bodies from Trachea, Bronchi 
and Esophagus. Saturday and Sunday, November 8 
and 9. Nine hours. Fee: $110.00. 


Obstetrics and Gynecology. Thursday, Friday and Sat- 
urday, November 20, 21 and 22, Eighteen hours, Fee: 
$50.00. 


Current Concepts of Peripheral Vascular Disease. 
Friday and Saturday, December 5 and 6. Fifteen hours. 
Fee: $50.00. 


Fractures. Friday and Saturday, December 12 and 13.7 


+Fees and hours to be announced. 
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Physiological and Clinical Consideration On: 


Endocrine System. Wednesday, December 3, 1958. 
Six hours.t 


Gastrointestinal Tract. Wednesday, December 17, 
1958. Six hours. 


Respiration. Wednesday, January 7, 1959. Six hours.t 
Kidney. Wednesday, January 21, 1959. Six hours.t 


Nervous System. Wednesday, February 4, 1959, Six 
hours. 


Clinical Traineeships — Anesthesia and Dermatol- 
ogy. Dates by arrangement. Minimum period—two 
weeks. Fee: Two weeks, $150.00; four weeks, $250.00. 


Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Psychiatric Orientation for General Practice (Her- 
rick Hospital, Berkeley). Sunday through Tuesday, Oc- 
tober 26 to 28. Twenty-one hours, Fee: $50.00. 


Arthritis and Connective Tissue Diseases. Monday 
through Wednesday, November 3 through November 5. 
Twenty-one hours.* 


Urology. Friday, November 7. Seven hours. Fee: $20.00. 


Proctology. Saturday, November 8. Seven hours. Fee: 
$20.00. 


Heart Symposium (Santa Rosa). Wednesday, Novem- 
ber 12. Seven hours. Fee: $15.00. 


Plastic Surgery. Thursday, November 13. Seven hours. 
Fee: $20.00. 


Hand Surgery. Friday, November 14. Seven hours, Fee: 
$20.00. 


New Look in Speech Problems. Saturday, November 
15. Seven hours. Fee: $12.50. 


Ophthalmology — External Diseases. Wednesday 
through Saturday, December 3 through December 6. 
Twenty-eight hours.* 


Disturbances in Gastrointestinal Motility. Sunday 
through Tuesday, December 7 through 9. Twenty-five 
hours.* 


Postgraduate Clinics in Dermatology. Friday and Sat- 
urday, January 16 and 17. Fourteen hours. Fee: $40.00. 


Pharmacologic Approach to the Study of the Mind. 
Sunday through Tuesday, January 25 through 27, 1959. 
Twenty-five hours.* 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 


Two or three month course limited to one enrollee per 
month. Fee: $350.00. 


Contact: Seymour M. Farber, M.D., Head, Continuing 
Medical Education, University of California Medical 
Center, San Francisco 22. MOntrose 4-3600, Ext. 665. 


tFee: $20.00 each or $80.00 for all five courses. 


*Fees to be announced. 





STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m., USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee. Tuition for all other 
physicians $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


Homecoming Course. October 16 and 17. Two-day re- 
fresher course to cover advances in diagnosis and treat- 
ment developed in last five years, Tuition: Alumni, 
$25.00; Non-alumni, $50.00. 


Symposium on Sexual Problems as Seen in General 
Practice. November 7. Tuition: $25.00. Hotel Statler, 
Los Angeles. 


SPECIAL ANNOUNCEMENT: Last summer a post- 
graduate refresher course held in Hawaii was so suc- 
cessful that the USC School of Medicine will offer an- 
other refresher course in Hawaii and on board the S.S. 
Lurline from July 29 to August 14, 1959. (As a time 
and money saver, round trip air travel is also possible 
July 29 to August 10, 1959.) 


Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Audio-Visual Postgraduate Refresher Courses. 
Courses are made up of four or more half-hour lectures 
each, recorded on hi-fi magnetic tape and illustrated by 
35-mm. filmstrips or slides in full color, and adapted for 
use on any standard tape recorder and filmstrip or slide 
projector, automatic or manual. 


Contact: Paul D. Foster, M.D., chairman, Committee on 
Audio-Visual Courses, College of Medical Evangelists 
School of Medicine, 316 North Bailey St., Los Angeles 
33. 


GENERAL SURGERY AND SURGICAL SPECIAL- 
TIES. Full-Time Basic Science Course. Accredited 
by the American Board of Surgery. 


Surgical Anatomy—Thorax, Abdomen and Pelvis 
(27 periods, 121 hours), January 7 through April 15, 
1959. Tuition: $125.00. Head and Neck (14 periods, 
63 hours), April 22 through June 3, 1959. Tuition: 
$75.00. 
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Surgical Anatomy—Thorax, Abdomen and Pelvis 
(14 periods, 28 hours), January 7 through April 15, 
1959. Tuition: $50.00. Head and Neck (12 periods, 
24 hours), April 22 through June 3, 1959. Tuition: 
$35.00. 


Each Six Months. Anesthesiology (6 months, full- 
time). Vacancy occurs each six months. Limited to 2 
students. Tuition: $350.00. 


For information contact: Chairman: Committee on Post- 
graduate Medicine, College of Medical Evangelists, 
1720 Brooklyn Ave., Los Angeles 33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE CIRCUIT COURSES 


West Coast Circuit in cooperation with College of Medi- 
cal Evangelists. Santa Maria, November 19; Ojai, No- 
vember 20. 


POSTGRADUATE INSTITUTES—1959 


San Joaguin VALLEY CounrTIEs in cooperation with Col- 
lege of Medical Evangelists, March 19 and 20, Hotel 
Californian, Fresno. (Local chairman not yet ap- 
pointed.) 


SouTHERN CouNTIES in cooperation with University of 
California, San Francisco, April 23 and 24, Disneyland. 
Chairman: E. F. Cain, M.D., 200 N. Palm, Anaheim. 


West Coast Countigs in cooperation with Stanford Uni- 
versity School of Medicine, May 14 and 15, La Playa 
Hotel and Golden Bough Theater, Carmel. Chairman: 
Chester G. Moore, Jr., M.D., 440 E. Romie Lane, Sa- 
linas. 


NortH Coast Counties in cooperation with UCLA School 
of Medicine, June 5 and 6, Hoberg’s Ranch, Lake 
County. Chairman: Lee Zieber, M.D., 1177 Montgomery 
Dr., Santa Rosa. 


SACRAMENTO VALLEY COUNTIES in cooperation with Uni- 
versity of Southern California School of Medicine, June 
25, 26 and 27, Tahoe Tavern, Lake Tahoe. Chairman: 
Robert H. Quillinan, M.D., 616 Alhambra Blvd., Sacra- 


mento. 


Contact: One of the chairmen listed above, or Postgradu- 
ate Activities Office, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


7 7 7 


Aupio Dicest Founpation, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 


Aupio-DicEst plans to begin a new series of programs cov- 
ering the specialty of Anesthesiology. The first of these 
will be issued on November 1, 1958. Those wishing to 
be charter subscribers to this tape-recorded review of 
what is new and important in the field of Anesthesiology 
should write to Mr. Claron L. Oakley, Editor, 1919 
Wilshire Boulevard, Los Angeles 57, HUbbard 3-3451, 
for order form and further information. 


Contact: Claron L, Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 
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Medical Dates Bulletin 


OCTOBER MEETINGS 


CALIFORNIA Society OF INTERNAL MeEpicinE Annual Meet- 
ing, October 17 to 19, Ahwahnee Hotel, Yosemite. Con- 
tact: Mrs. Mildred B. Coleman, executive secretary, or 
Clyde C. Greene, M.D., secretary-treasurer, 350 Post St., 
San Francisco 8. 


CauirorNniA Boarp oF MepicaL EXaAMINers—Written Ex- 
amination, October 20 through 23, Sacramento. Con- 
tact: Louis E. Jones, M.D., 1020 N Street, Sacramento. 


American Heart Association Scientific Sessions and 
Meetings, October 24 to 28, Fairmont Hotel and Civic 
Auditorium, San Francisco. Contact: J. Keith Thwaites, 
executive director, California Heart Association, 1428 
Bush Street, San Francisco 9. 


Los Ancetes County Heart AssocraTIon 28th Annual 
Professional Symposium, October 29 and 30, Wilshire 
Ebell Theater. Contact: Los Angeles County Heart As- 
sociation, 660 S. Western Ave., Los Angeles 5, DUnkirk 
5-4231. . 


Hawat Heart Association, Inc. Special Cardiological 
Sessions, October 30 through November 1, Princess 
Kaiulani Hotel, Honolulu. Contact: Alfred S. Hartwell, 
M.D., c/o Hawaii Heart Association, 1018 Lunalilo St., 
Honolulu. 


TentH WeEsTERN INSTITUTE ON EptLepsy, University of 
Colorado School of Medicine, October 30 through No- 
vember 1, Denver, Colorado. Contact: C. Wesley Eisele, 
M.D., University of Colorado Medical Center, 4200 East 
Ninth Ave., Denver. 


San Disco County Heart Association 8th Annual Sym- 
posium on Heart Diseases, all day, October 31, U. S. 
Naval Hospital Auditorium, San Diego. Contact: O. M. 
Avison, executive director, San Diego County Heart 
Association, 1651 Fourth Ave., San Diego, BElmont 
4-5101. 


NOVEMBER MEETINGS 


Santa Barsara County Heart Association, Professional 
Symposium, 9 to 5 p.m., November 1, Biltmore Hotel, 
Santa Barbara. Contact: Mrs. Katherine McCloskey, 
executive director, 18 La Arcada Court, Santa Barbara. 


CauirorniA ScHoot HEALTH AsSOCIATION annual meet- 
ing, November 8 and 9, Hacienda Hotel, Fresno. Con- 
tact: Miss Kathleen Fox, health educator, City of Long 
Beach Department of Public Health, 2655 Pine Ave., 
Long Beach 6. 


Sonoma County Heart Association Fifth Annual Sym- 
posium on Cardiovascular Disease. Program by Univer- 
sity of California, November 12, 8:30 a.m. to 5 p.m., 
Odd Fellows Hall, Santa Rosa. Contact: Jack Froom, 
M.D., 210 Fourth Street, Petaluma. 
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CauirorniA Boarp oF Mepicat ExamMIners—Oral Exam- 
ination, November 15, San Francisco. Oral and Clinical 
Examination for Foreign Medical School Graduates, 
November 16, San Francisco. Contact: Louis E. Jones, 
M.D., 1020 N Street, Sacramento. 


Paciric Coast Fertiziry Society, Annual Meeting, No- 
vember 20 through November 23, 1958. Hotel El Mira- 
dor, Palm Springs, California. Contact: Anah C. Wine- 
berg, M.D., secretary, 3120 Webster Street, Oakland 9. 


1959 MEETINGS 


DEPARTMENTS OF OTOLARYNGOLOGY OF THE COLLEGE OF 
MepicaL EvANGELIsts and UNIVERSITY OF SOUTHERN 
CaLiForRNIA ScHooL oF MepIcINE, jointly present a 
postgraduate course in “Reconstructive Surgery of the 
Nasal Septum and External Nasal Pyramid,” at White 
Memorial Hospital, Los Angeles. Sessions start Tues- 
day evening, January 6, through Friday, January 9, 
1959, and will resume Monday, January 12, ending noon 
Friday, January 16, 1959. Contact: Leland House, M.D., 
1720 Brooklyn Avenue, Los Angeles 33. 


AtamepaA-Contra Costa Mepicat AssociATION and the 
InstituTE FoR Metapotic ResearcH Seventh Annual 
Symposium on Metabolic Problems. All day, February 
9 through February 11, 1959. Auditorium, Highland- 
Alameda County Hospital, Oakland, California. Con- 
tact: L. W. Kinsell, M.D., director, Institute for Metabo- 
lic Research, 2701 14th Avenue, Oakland 6. 


American Couiece or Cuest Puysicrans Fourth Annual 
Postgraduate Course on Diseases of the Chest, Febru- 
ary 16 through February 20, 1959. Sir Francis Drake 
Hotel, San Francisco, California. Contact: Executive 
director, American College of Chest Physicians, 112 
East Chestnut Street, Chicago 11, Illinois. 


Ca.irorntA Mepicat Association Annual Meeting, Feb- 
ruary 22 through February 25, 1959, Sheraton-Palace 
Hotel, San Francisco. Contact: John Hunton, executive 
secretary, 450 Sutter Street, San Francisco 8; or Ed 
Clancy, director of Public Relations, 2975 Wilshire 
Blvd., Los Angeles 5. 


Los ANGELES County Heart Association Workshop on 
Work Simplification Techniques for Physicians, Nurses, 
Occupational Therapists, Physical Therapists, Dieti- 
tians, Social Workers. April 7, 1959, Southern Califor- 
nia Gas Co., 810 South Flower Street, Los Angeles, 9 
a.m, to 4:30 p.m. Contact: Rea M. Schneider, M.D., 
Chairman, Heart of the Home Subcommittee, 660 S. 
Western Avenue, Los Angeles 5. 


CauirorniA Heart Association Annual Meeting, May 22 
through May 24, 1959. Scientific Session and Directors 
Meeting, Lafayette Hotel, Long Beach. Contact: J. Keith 
Thwaites, executive director, 1428 Bush Street, San 
Francisco 9. 


Western Brancu, AMERICAN Pusiic HEALTH AsSOCcIA- 
TION Annual Meeting. June 1 through 5, Sheraton- 
Palace Hotel, San Francisco. Contact: Mrs. L. Amy 
Darter, secretary-treasurer, 2151 Berkeley Way, Berke- 
ley 4. 





THE PHYSICIAN'S Bookshelf 


MENTAL HEALTH IN INDUSTRY—Alan A. McLean, 
M.D., Psychiatric Consultant, International Business Ma- 
chines Corporation; and Graham C. Taylor, M.D., Allan 
Memorial Institute of Psychiatry, McGill, McGraw-Hill 
Book Company, Inc., Blakiston Division, New York, 1958. 
262 pages, $6.50. 


One of the most serious problems facing management 
today is the emotionally unstable employee, be he an execu- 
tive or laborer. Poor performance or frequent absence from 
work are costly. Invariably the first to be confronted with 
the problem of handling the mentally ill worker is the super- 
visor or foreman. The authors of “Mental Health in Indus- 
try” have kept this in mind and have provided appropriate 
guide lines as well as case histories. 

This book is divided into four parts with an introduction 
by Dr. William G. Menninger. Part I, Setting; Part II, 
People at Work; Part III, the Emotionally Disturbed; and 
Part IV, Mental Health Aids which includes a chapter on 
Visual Aids. 

The book opens with the question, “Why do people think, 
feel and behave at work as they do?” The authors then set 
about to analyze the various facets of the question and to 
answer such in lay language. They adhere to a claim made 
in the preface of the book, namely “the psychiatrist has no 
nostrums, no panaceas, no gimmicks to offer an industrial 
society.” 

Prior to their experience inside the walls of industry both 
Dr. McLean and Dr. Taylor had intensive training at Cor- 
hell University under a grant from the Carnegie Corporation 
of New York. This book has definite utility for those at all 
levels of management as well as for the part or full-time 
industrial physician. 

R. T. Jounstone, M.D. 


* * * 


ROENTGEN-DIAGNOSTICS—Progress Volume I—H. R. 
Schinz, R. Glauner, E. Uehlinger; with the collaboration 
of W. E. Baensch, J. E. W. Brocher, U. Cocchi, G. Glocker, 
W. Hess, R. Janker, O. Norman, R. Prevot, G. Schoch, E. 
Uehlinger, S. Welin, J. Wellauer, E. Zdansky. Translated 
from the German by James T. Case, M.D., D.M.R.E. 
(Cambridge). Grune & Stratton, Inc., New York, 1958. 
623 pages, with 545 figures containing 892 illustrations, 
$35.00. 


This is the first English translation of the March 1957 
German edition of a worthy companion piece to the valuable 
four-volume text on Roentgen Diagnosis. The opening chap- 
ter deals with protection from radiation injuries in diag- 
nostic work, and is succeeded by a series of chapters dealing 
with recent advances in the diagnosis of various body 
systems and conditions. 

In the section on the spine, the present status of so-called 
functional examinations (motion and posture studies) and 
of tomography is well outlined. Anomalies of the occipito- 
cervical junction are well described and illustrated. 

The chapter on cystic lesions of bone is followed by one 
on roentgen evaluation of cardiac function in the adult. 
Progress in angiocardiography of congenital anomaly and in 


304 


aortography is then considered. There is an excellent chapter 
on the diagnosis of certain disorders of the pulmonary sys- 
tem, notably pulmonary fibrosis, pulmonary atrophy and 
pulmonary collagen disease. 

There are several chapters dealing with various entities 
in the gastrointestinal tract, with only one of which this 
reviewer cannot quite agree. This is the chapter dealing 
with so-called benign hypertrophy of the pylorus in adults. 
Many of the cases illustrated by the author of this section 
are frank pyloric ulcers with edema or scarring. The sections 
on carcinoids, nonsclerosing ileitis and miscellaneous gastric 
lesions are good. 

The section on colonic polyps describes in considerable 
detail the elaborate technique used by the author for the 
detection of these small tumors of the bowel. Having gone 
to great pains to detect these, the auhor states that “the 
great number of cases of polyps which can be diagnosed by 
this method has in itself excluded the possibility of treating 
all these cases radically.” Since a large number of these 
cases are detected in children, and the radiation dose to the 
gonads is unavoidably large in such clients, the virtue of 
the method might be questioned. The author does quote 
some authorities on the matter of the true nature of polyps, 
many believing that a majority of thése lesions are benign 
throughout their course. 

The work is well printed, beautifully illustrated and well 
indexed. It should be of value to all clinical radiologists. 


L, Henry Gartanp, M.B. 
* * * 

NEOMYCIN—Its Nature and Practical Application— 
Selman A. Waksman, Editor. Published for The Institute 
of Microbiology, Rutgers University, by The Williams and 
Wilkins Company, Baltimore, Maryland, 1958. 412 pages, 
$5.00. 


The vast literature dealing with antimicrobial agents 
makes it impossible for the practicing physician to remain 
well informed in this field. Monographs dealing with indi- 
vidual agents are most useful in assisting him in his task 
and a number have been published, including an earlier 
one about neomycin under the same editorship which ap- 
peared in 1953. 

The present book has been completely rewritten in a 
series of 30 chapters by more than this number of authors, 
all of whom have had considerable experience in the use 
of neomycin. In addition, a bibliography of 691 titles is 
included as well as a complete list of all neomycin prepara- 
tions available commercially at the time of publication. 

The book is an authoritative statement about a valuable 
though toxic antimicrobial agent. It gains increased value 
from the recent introduction of kanamycin, a closely re- 
lated, but apparently safer drug. Much that has been 
learned about the use of neomycin will be applicable to 
this new antibiotic. This book is a must for physicians with 
special interest in infectious disease and for hospital and 
other medical libraries. Other practitioners should be aware 
of its existence and consult it frequently. 
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ANXIETY, NEUROSIS AND PSYCHOSOMATIC TEST 
—M. J. Freeman, Ph.D. Grune and Stratton, Inc., 381 
Fourth Avenue, New York 16, N. Y., 1957. 1 manual, $1.25, 
10 tests and 10 profile sheets, $1.75. 


The Freeman anxiety neurosis and psychosomatic test is 
a 139 item, objectively administered, and objectively scored 
instrument described as measuring certain specific constitu- 
ents of personality, i.e., “the nuclear anxiety structure under- 
lying the symptom complex of anxiety neurosis, psychoso- 
matic involvements, and the particular neurosis trends of 
this emotional disorder.” From 139 items the test yields 
six scores or variables or categories of behavior of a pre- 
dominately diagnostic variety and three scoring categories 
referring to structural aspects of the personality, i.e., “over- 
conscientious type,” “comfort type,” “composite type.” How- 
ever, the scoring norms are provided only for the “manifest 
anxiety portion of the test and the psychosomatic portion 
of the test.” 


The manual begins very properly with some general 
statements regarding what the author refers to as “nuclear 
theory of anxiety neurosis.” He states that the test is based 
upon the theory that anxiety is a definite underlying variable 
of neurosis pathology. This review intends to evaluate the 
test itself and not the theory which underlies it and there- 
fore, for such discussions I refer you to the manual, or to 
the author’s publications listed below. The author specifies 
six sub-categories of a somewhat diagnostic nature which 
may be considered in relationship to the anxiety neurosis 
syndrome. These include: anxiety neurosis, psychosomatic 
syndrome, neurasthenia psychasthenia, conversion hysteria, 
and hypochondriasis. He states that the test presents cer- 
tain advancements in personality testing, and that it dis- 
guises its true purpose. He states it eliminates weaknesses 
inherent in past measurement instruments of the objective 
type by eliminating faking, by measuring a distinct anxiety 
neurosis, and psychosomatic syndrome and by showing a 
symptom complex to the patient’s anxiety neurosis, He rec- 
ommends that the test be used as an effective instrument 
for discovering and evaluating the “basic nuclear emotional 
disturbance of the patient.” And states that it provides 
the physician with “a valid psychological instrument to 
assist in differential diagnosis with respect to functional 
organic disorders.” 

A careful examination of the test and of the test manuals 
suggests that the author has not as yet achieved these ambi- 
tious goals. 


The test and the test manual have been evaluated using 
American Psychological Association criteria as a guide.! 
Although the test manual follows the general form required 
for published manuals by the American Psychological Asso- 
ciation there are certain areas of data left unstated. These 
concern primarily measures of validity. These were not 
adequately described in the manual itself and it became 
necessary for the reviewer to obtain copies of Dr. Freeman’s 
two original publications describing the development of the 
test.2,3 Using these two publications and the test man- 
ual as a source several critical comments could be made of 
the test. It was felt that the author provided few clear 
descriptions of the criterion for classifying patients in 
either normal or abnormal standardization groups. This 
criticism applies primarily to the “psychosomatic scale” 
rather than to the scale measuring manifest anxiety, al- 
though neither is described in the manual. The descriptions 
of validation included in the manual are not adequate to 
evaluate the test satisfactorily. 


There was unfortunately no clear indication of the tests’ 
ability to differentiate between “anxiety neurotics” and pa- 
tients manifesting other kinds of psychiatric disorders such 
as chronic brain-syndromes, chronic and acute psychoses, 
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etc. It was also disappointing to find that the author at- 
tempted no study to describe the relationship of his test 
scores to other objective tests. This is particularly surprising 
since many of his sub-scale categories parallel scales from 
the Minnesota Multiphasic Personality Inventory. 

Probably the most telling criticism of the test is only 
apparent when one refers to the original journal article. 
The manual provides no distribution of scores on any of 
the test scales and does not make clear the rather significant 
overlap between normal and abnormal test groups as de- 
scribed in the subsequent publications. Despite the fact the 
subjects were selected for the validation of the manifest 
anxiety scale from cases “in which manifest anxiety was 
severe,” the overlap between the two groups is very great. 
Using the cut-off scores he describes, one would identify 
some thirty per cent of the general population as possessing 
pathological amounts of manifest anxiety. The general ar- 
ticle is somewhat evasive about this but an even greater 
percentage of‘his pathological group might be categorized 
as normal when using the same cut-off score. This proba- 
bility of false negatives or false positives suggests very 
strongly that this test should not be used in making either 
clinical diagnoses or clinical decisions regarding patients. 
Additionally, the author presents little evidence to support 
his statement regarding the invulnerability of the test to 
faking. 

The test itself is an interesting effort to evaluate clinical 
behavior of constant concern to the practicing physician. 
The approach is an appropriate one to the task and the test 
items interesting and probably not threatening for the pa- 
tient. It is felt, however, that the procedure as presently 
constituted should be used only in research or experimental 
situations. Convincing experimental and clinical evidence 
regarding the validity of the diagnosis using the procedure 
has not been sufficiently demonstrated. 


REFERENCES 


1. “Technical Recommendations for Psychological Tests 
and Diagnostic Techniques,” Supplement to the Psycho- 
logical Bulletin, Vol. 51, March 1954. Published by the 
American Psychological Association. 

2. Freeman, M. J., “The Standardization of a Psycho- 
somatic Test: Validation of a Psychosomatic Syndrome,” 
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3. Freeman, M. J., “The Development of a Test for the 
Measurement of Anxiety: A Study of Its Reliability and 
Validity,” Psychological Monographs, Vol. 67, No. 353, 
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ALEXANDER C. Rosen, PA.D. 
* * «& 

ELECTROCARDIOGRAPHY—Michael Bernreiter, M.D., 
F.A.C.P., Assistant Clinical Professor of Medicine, Uni- 
versity of Kansas Medical School; Chief of Electrocardiog- 
raphy, St. Mary’s Hospital, Kansas City, Missouri; Fel- 
low of the American College of Cardiology and Fellow 
of the American College of Chest Physicians. J. B. Lip- 


pincott Company, East Washington Square, Philadelphia, 
1958. 134 pages, $5.00. 


This book on electrocardiography is intended primarily 
for the novice. The entire text is presented in a didactic 
manner omitting all electrocardiographic controversies. 
Vector analysis is never mentioned. 

The introductory subject of electrophysiology is elemen- 
tary and conventional in outline. The brevity and simplicity 
of the discussion material in all the chapters, especially 
hypertrophy and infarction, leaves too great a hiatus of 
knowledge to be overlooked. 

The book is lucidly written and amply illustrated. How- 
ever, it offers no advantages over the standard, elementary 
texts already in print. 
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HEADACHE—Diagnosis and Treatment—Second Edi- 
tion—Robert E. Ryan, B.S., M.D., M.S. (in Otolaryngol- 
ogy), F.A.C.S., St. Louis University School of Medicine. 
The C. V. Mosby Company, St. Louis, 1957. 421 pages, 
$6.75. 


The author has a consuming interest in headache and 
feels that this subject should have considerable emphasis. 
He has tried to differentiate his problem into a great 
variety of forms. The result is put out in 56 chapters com- 
prising a book of 421 pages. 

The presentation is rambling, repetitious and personalized. 
The combination of this with numerous and recurring quo- 
tations from and reference to personal medical literature 
makes one feel that this book is blown up to too large a size. 

Many of the chapters have summaries at the end. These 
summaries might well have constituted entire chapters, 
while one good differential table for diagnosis and another 
for therapy could have taken the place of many pages. 


We do not know any reason to dedicate a separate chapter 
to each variant of headache, such as Chapter 10, Migraine, 
Chapter 11, Abdominal Migraine, Chapter 12, Ophthalmic 
Migraine, with repetition of the theory, diagnosis and treat- 
ment each time. A similar situation exists in Chapters 13 
on Tension Headache and 14 on Generalized Vasodilating 
Headache—in which the treatment listed is practically the 
same, 


The second edition introduces several new chapters, in- 
cluding those on tranquilizing drugs and histamine. These 
are already adequately covered in the various chapters on 
specific kinds of headache and, unfortunately, once again 
constitute repetition. 


This work represents the personalized experience of one 
individual with one group of medical syndromes. As such, 
it may be of interest to the student of this subject. But it 
should have been a much smaller book. 


Epcar Waysurn, M.D. 


* * * 


CLINICAL OBSTETRICS AND GYNECOLOGY—March, 
1958—A Quarterly Book Series—Volume !, Number 1— 
Medical Problems in Pregnancy—Edited by Curtis J. Lund, 
M.D.; and Management of Endocrine Problems—Edited by 
Allen C. Barnes, M.D., Paul B. Hoeber, Inc., Medical Book 
Department of Harper & Brothers, 49 East 33rd Street, 
New York 16, N. Y., 1958. 288 pages, $18.00 per year for 
four consecutive numbers issued quarterly. 


As stated in the publisher’s note this is the first of a 
series of books designed to fill a gap between the journals 
with their reports of original work and the textbooks with 
their complete coverage of a subject. Each volume is to 
contain pertinent discussions on two main topics. This first 
volume is devoted to Medical Problems in Pregnancy, edited 
by Curtis J. Lund, and Management of Endocrine Problems, 
edited by Allan C. Barnes, The editors have chosen phases 
of their subjects which are of great interest to all who prac- 
tice obstetrics and gynecology, be they general practitioners 
or specialists, though it is to the former group that this pub- 
lication is directed especially. Outstanding contributors have 
been chosen, usually men who have had a special interest 
in the topic about which they have been asked to write. 
The table of contents would give an excellent idea of the 
scope and nature of this volume but would be tedious to 
read. Representative examples are: From the symposium on 
Medical Problems in Pregnancy, Anemia in Pregnancy by 
Roy G. Holly, Pregnancy and Heart Disease by Curtis 
Lund, Pregnancy and Viral Hepatitis by Laurence G. Roth, 
Tuberculosis and Pregnancy by John McKelvey and Polio- 
myelitis Complicating Pregnancy by Paula Horn. From the 
symposium on Endocrine Problems, good examples are: 
Diagnostic Aids by Irving Rothchild, Dysfunctional Bleed- 
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ing by Emil Holmstrom, Theatened and Habitual Abortion 
by M. Edward Davis and Adrenogenital Syndrome and 
Adrenal Hyperplasia by James T. Bradbury. 

It would be impossible to review the details of the various 
chapters; suffice it to say that for the most part their con- 
tents reflect current authoritative information and view- 
points. Since some subjects are controversial and the man- 
agement of some conditions remains unsettled it is inevi- 
table that we have presented the individual’s own particular 
point of view. Usually other points of view of importance 
have been mentioned also, so that real bias seems singularly 
lacking. Actually this is what one would expect from such 
a fine list of contributors. 

I should also like to add that these chapters have the very 
great virtue of reasonable brevity, The entire volume con- 
tains 288 pages. The type is rather large and easy to read. 
A number of contributors have included very helpful illus- 
trations and diagrams in their chapters. 

It is my feeling that this volume represents the beginning 
of an excellent series of symposia which I would expect to 
be popular indeed. 

DantEt G. Morton, M.D. 


* * * 


OCULAR ALLERGY—Frederick H. Theodore, M.D., 
Associate Clinical Professor of Ophthalmology, New York 
University Post-Graduate Medical School; Abraham 
Schlossman, M.D., Clinical Assistant Professor of Oph- 
thalmology, College of Medicine, State University of New 
York. With Chapters by William B. Sherman, M.D., and 
Robert S. Coles, M.D. The Williams and Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2, Md., 
1958. 420 pages, $12.00. 


Ocular allergy is a very comprehensive and new approach 
to a very protean subject. 

The book contains 399 pages of subject matter divided 
into 21 chapters. There are 62 references and an excellent 
index. 

The book is well documented and extremely well written. 
The diagnosis is followed by the present day accepted form 
of treatment. 

The book covers practically all the present day concepts 
of etiology in eye pathology because an allergic factor can 
be found in practically all of them. 

An excellent discussion of the granulomatous and non- 
granulomatous diseases is followed by modern day therapy 
and its dangers and advantages. 

A book of this type has not been published for several 
decades and should be of especial interest to practicing 
ophthalmologists. 

ArrepD R. Rosstns, M.D. 
ok cd * 

CEREBROSPINAL FLUID—Production, Circulation and 
Absorption—Ciba Foundation Symposium—G. E. W. Wol- 
stenholme, O.B.E., M.A., M.B., B.Ch., and Cecilia M. 
O'Connor, B.Sc., editors for the Ciba Foundation. Little, 


Brown and Company, Boston, 1958. 335 pages, with 141 
illustrations, $9.00. 


This book records the proceedings of a symposium on the 
cerebrospinal fluid held under the auspices of the Ciba 
Foundation. A group of noted authorities in the field from 
Great Britain, Europe, and the United States presented 
papers in their particular field of knowledge, and the group 
entered into a discussion of the material presented. Much 
of the content is of such a specialized nature as to be some- 
what out of the scope of the practicing physician, nor is the 
final answer to the problem to be found in the book. It 
does form, however, an excellent source of material for an 
appraisal of present knowledge of the subject, with critical 
evaluation by experts, and should certainly be available to 
all neurologists. 

Henry Newman, M.D. 
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PRACTICAL HANDBOOK OF MIDWIFERY AND 
GYNAECOLOGY—Fifth Edition—For Students and Prac- 
titioners—W. F. T. Haultain and Clifford Kennedy. E. & S. 
Livingstone, Ltd., London, 1957. The Williams and Wilkins 
Company, Baltimore. 410 pages, $7.00. 


This book covers the clinical aspects of obstetrics and 
gynecology in a synoptic fashion. It is hardly more than a 
set of authoritative notes, the bare bones of the subjects. 
Much of the information is recorded in tabular form with- 
out much in the way of explanatory exposition. Considerable 
attention is given to differential diagnosis, tabulating the 
expected findings for the various possibilities, For a student 
studying for an examination I could imagine that such a 
volume might serve as an excellent review outline. I should 
not imagine that it would have much appeal otherwise. 
Since the book was written by Englishmen it has a dis- 
tinctly British flavor, in terminology and in the character of 
the management suggested, which would limit its usefulness 
for students in this country. 

For the most part the concepts expressed are widely 
accepted ones, though one does encounter statements which 
seem either odd or antiquated to this reviewer. For example, 
in discussing prenatal care the following statements appear: 

“Crowded entertainments are apt to bring on syncope in 
some women and are therefore to be avoided,” 

“Warm underdrawers are always to be worn.” 

“Excessive diet may increase the size of the child.” 

“Intercourse must be prohibited after the seventh month 
of pregnancy.” 

“False pains are usually due to constipation.” 

A considerable section is devoted to a midwifery bag for 
home delivery and the conduct of labor under such cir- 
cumstances, 

A bad feature, to my mind, is the inclusion of many 
drugs, procedures and treatments without comment as to 
their places in the scheme of things, i.e., frequently, the pre- 
ferred plan is not clearly indicated. 


I do not believe that this book has a place on the Ameri- 
can scene. 
Dante, G. Morton, M.D. 


* * * 


CLINICAL OBSTETRICS AND GYNECOLOGY—June, 
1958—A Quarterly Book Series—Volume !, Number !Il— 
Toxemias of Pregnancy—Edited by Louis M. Hellman, 
M.D.; and Fibromyomas of the Uterus—Edited by Robert 
A. Kimbrough, M.D. Paul B. Hoeber, Inc., Medical Book 
Department of Harper & Brothers, 49 East 33rd Street, 
New York 16, N. Y., 1958. Price: $18.00 per year for four 
consecutive numbers issued quarterly. 


This volume is the second of the series on Clinical Ob- 
stetrics and Gynecology to be published by Paul B. Hoeber, 
Inc. It will be recalled that these publications are designed 
to fill the gap between the journals and the textbooks, and 
that they represent authoritative current opinion. This par- 
ticular volume contains two symposia, the first on Toxemias 
of Pregnancy, edited by Louis M. Hellman, Professor of 
Obstetrics and Gynecology, State University of New York, 
Downstate Medical Center, Brooklyn, N. Y., and the second 
on Fibromyomas of the Uterus, edited by Robert A. Kim- 
brough, Professor of Obstetrics and Gynecology, Schools of 
Medicine of the University of Pennsylvania, Philadelphia, 
Penna. Both of these editors are eminently qualified for the 
jobs which they have done. 


Among the contributors to the symposium on Toxemias 
of Pregnancy are Leon Chesley whose subject is the Renal 
Excretion of Sodium in Women with Pre-eclampsia, Milton 
McCall on Circulation of the Brain in Toxemia, J. C. Mc- 
Clure Browne on the Uterine Circulation in Toxemia, Rob- 
ert Nesbitt on Pathology of the Placenta in Toxemia, N. S. 
Assali on Treatment of Eclampsia and Pre-eclampsia, and 
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H. L. Sheehan on Causes of Maternal Death in Toxemia. 
The chapters are brief and to the point and certainly pre- 
sent the thought of today. One finds interesting and help- 
ful sections on the hormonal changes associated with tox- 
emia and on the use of hypotensive drugs in treatment. 

My only criticism of the symposium on Fibromyomas of 
the Uterus is that there is a considerable amount of overlap. 
This is inevitable I suppose when the various phases of 
the subject are considered by a dozen different contributors. 
Kimbrough’s team includes such men as Roger Scott, H. S. 
Everett, Leon Israel, Eugene Edwards, Virgil Counsellor, 
Richard Te Linde, I. C. Rubin, and John Parks. One finds 
all of the clinical aspects of this disease considered in a 
very satisfactory manner. Dr. Rubin’s section on the rela- 
tion of fibromyomas to sterility is quite thorough and is 
interesting indeed, representing as it does the opinions and 
results of one whose long and fruitful life has been dedi- 
cated to the general subject of infertility. I feel certain that 
the reader will be interested in Dr. Rubin’s assessment of 
the value of myomectomy in the treatment of the infertile 
patient who has a myomatous uterus. Also it is interesting 
to contrast the attitudes of our authorities toward abdom- 
inal versus vaginal hysterectomy for uterine fibromyomas. 

One minor defect in this particular volume is that the 
page dealing with contents lists the chapters on the Tox- 
emias of Pregnancy under the heading Symposium on Fibro- 
myomas of the Uterus, Robert A. Kimbrough, guest editor, 
and heads the section on fibromyomas with Symposium on 
Toxemias of Pregnancy, Louis M. Hellman, guest editor. 
This was a proofreading error no doubt, 


DanteL G. Morton, M.D. 


* * 


ACTION OF RADIATION ON TISSUES—An Introduc- 
tion to Radiotherapy—A. Lacassagne, Chief of Service of 
Pasteur Institute, and G. Gricouroff, Chief of the Labora- 
tory of the Curie Foundation (Radium Institute). Trans- 


‘lated by Clarence C. Lushbaugh, M.D., and Gretchen R. 


Riese, M.S., Los Alamos Scientific Laboratory, University 
of California. Grune & Stratton, Inc., 381 Fourth Avenue, 
New York, 1958. 199 pages, $6.25. 


The purpose of this short monograph is to describe the 
authors’ viewpoints on the action of radiation on tissues, 
as an introduction to the clinical use of radiotherapy. The 
original work was prepared in 1939 and published in 1941; 
the present volume attempts to bring this up to date, and 
includes a small amount of material on the effects of 
artificial radioactive isotopes. 

There are chapters on the biological action of radiations 
of various types, and then a series of chapters on the effects 
of radiations on specific tissues such as skin, intestinal 
epithelium, respiratory epithelium, urinary tract, genital 
system, osseous system, endocrine system, and nervous 
system. 

Much of the material is in essence a historical review of 
the effects of radiation on the different body systems, based 
largely on animal experimentation. As a result, the manual 
actually provides little new information, but does furnish 
an excellent bibliography of the French and German litera- 
ture on experimental radiotherapy. The translators have 
included a few English and American references. The work 
can be recommended for the research student in radio- 
biology, but probably has only passing interest for the 
student of clinical radiology. To be of much value to the 
latter, it would be desirable for the distinguished authors 
to add sections on the response of human tissues to radi- 
ations, and the basic biologic reactions involved in clinical 
radiotherapy, especially of cancer. 

The work is well printed. There is a good author and 
subject index, 


L. Henry Gartanp, M.B. 
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PSYCHOPROPHYLACTIC PREPARATION FOR PAIN- 
LESS CHILDBIRTH —Isidore Bonstein, M.D., Grune & 
Stratton, Inc., 381 Fourth Avenue, New York 16, N. Y., 
1958. 143 pages, $2.50. 


This little book is an effort to explain the French adap- 
tation of natural childbirth, particularly as practised in Paris 
by Lamaze, who claims his psychoprophylactic method is 
based on Pavlov’s conditioned reflex. After a rather con- 
fusing description of some of Pavlov’s experiments, and some 
random comments on the nature of pain, the major part 
of the volume is devoted to eight lectures to be given to 
pregnant women at weekly intervals during the final ten 
weeks of gestation. The usual breathing and relaxing exer- 
cises are included for homework, and it is repeatedly 
stressed that the patient must learn to. “release the peri- 
neum” on command. When this is done properly, we are 
told, the birth of the head may stimulate an intense thrill 
similar to that of orgasm. 


It is pointed out that the failure rate with this method is 
around 10 per cent, Failures allegedly are due to inadequate 
study by the obstetrician, poor teaching techniques, or to 
ignorant hospital personnel who insist on using the word 
“pain” in the maternity area. The author implies that it 
may be difficult to achieve good results for women doctors, 
wives of doctors, or nurses. 


The demand for this book is not likely to be great. Those 
now using the natural childbirth system will be familiar 
with the author’s techniques; others will not be persuaded 
to abandon their present practices. 

Cuas. E. McLENNAN 


* * * 


REVIEW OF PHYSIOLOGICAL CHEMISTRY—Sixth 
Edition, 1957. Harold A. Harper, Ph.D., Associate Profes- 
sor of Physiological Chemistry, University of California 
School of Medicine, San Francisco. Lange Medical Pub- 
lications, P.O. Box 1215, Los Altos, California. 376 pages, 
$4.50. 


This is the sixth edition of this work, and the author’s 
expressed aim is that it will meet the needs of physicians 
who are preparing for state and specialty boards, as well as 
those of the practicing physician who wishes to keep up-to- 
date, These aims have been reasonably well met in that the 
book is clearly organized and the material is simply pre- 
sented. The charts, tables, and schematic representations 
are well done. The book is most accurately described as a 
quick reference or review, and would not satisfy anyone who 
wished to go deeply into the many large topics discussed. 
It is too bad that gross errors of fact occasionally creep in. 
For example, the statement that the macrocytic anemia 
of liver disease is owing to failure to store erythrocyte 
maturation factor is many years out of date (page 263). 
There is the further statement that in liver disease declines 
in the production of fibrinogen and prothrombin will be 
reflected in a prolongation of the blood clotting time, This 
is seldom true for fibrinogen, and probably never true for 
prothrombin (page 263). The color index is briefly discussed 
rather than the concept and expression which has supplanted 
it the last two decades, the mean corpuscular volume, hemo- 
globin, and hemoglobin concentration (page 138). On page 
17 there is a curious paragraph devoted to “Immunological 
Polysaccharides,” with those of bacterial origin alone being 
discussed. It would seem difficult to mention this subject 
at all without dwelling on blood group polysaccharides 
which certainly have received the majority of attention in 
this area. But aside from these objections the book should 
be very useful to the occasional rather than the steady 
student of physiological chemistry, which is, after all, to 
say that it will meet the needs of the majority of physicians. 


WituraM P. Crecer, M.D. 
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ALCOHOLISM—Arnold Z. Pfeffer, M.D., formerly Asso- 
ciate Clinical Professor of Psychiatry, College of Medicine 
of New York University. Grune & Stratton, New York, 
1958. 98 pages, $6.50. 


This book of less than a hundred pages should be read 
by all who have in their practice any dealings with alco- 
holic patients, and this really includes all physicians. It 
can also be read with profit by industrialists and all em- 
ployers, since it is strongly oriented to the problem of the 
alcoholic in industry, The present day concepts of the 
etiology of alcoholism, and the resources at the command 
of the physician in the treatment of the disease, are clearly 
set forth without bias or prejudice. The author’s experience 
in dealing with the alcoholic is plainly evident from his 
description of the alcoholic personality, The whole approach 
is from the commonsense angle, and although reading the 
book will in no wise equip the physician to treat the alco- 
holic, it will enable him to guide such patients to a source 
of adequate treatment. It is to be highly recommended. 


Henry Newman, M.D. 
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HUMAN INFERTILITY—C. Lee Buxton, M.D., Med. 
Sc.D., Professor and Chairman, Department of Obstetrics 
and Gynecology, Yale University School of Medicine; and 
Anna L, Southam, M.D., Assistant Professor of Obstetrics 
and Gynecology, College of Physicians and Surgeons, Co- 
lumbia University; with a chapter on Endometrial Diag- 
nosis by Earl T. Engle, Ph.D., Professor of Anatomy, Col- 
lege of Physicians and Surgeons, Columbia University. 
Paul B. Hoeber, Inc., 49 East 38rd St., New York, 1958. 
229 pages, $7.50. 


In this nicely printed and well illustrated volume, Buxton 
and Southam relate their experiences with some fifteen hun- 
dred infertile couples whom they followed for from one to 
ten years. It is a common sense, down to earth book with a 
pleasing literary style and exceptionally clear tables. The 
data have been subjected to careful statistical analysis 
wherever indicated. In addition to the usual discussions of 
ovarian, tubal, endometrial, and cervical factors in infer- 
tility, there are brief but thoughtful sections dealing with 
psychological factors and sociological implications. The 
histological details of the endometrial cycle are well de- 
scribed and depicted in a special chapter by the late Earl T. 
Engle, to whom the book is dedicated. 


The authors of this monograph must be complimented for 
their unbiased look at a new clinical specialty. which has 
attracted considerable numbers of uncritical practitioners, 
many of whom have not maintained what Buxton aptly calls 
an even balance between enthusiasm and intellectual skep- 
ticism. Anyone who has occasion to deal with the infertile 
couple should read this book from cover to cover and apply 
its lessons to his own experiences. 


Cuas. E. McLennan, M.D. 


* * * 


CARDIOVASCULAR DISEASES— Third Edition—Re- 
vised and enlarged—David Scherf, M.D., F.A.C.P., Profes- 
sor of Clinical Medicine, New York Medical College, and 
Linn J. Boyd, M.D., F.A.C.P., Professor and Director of 
Medicine, New York Medical College. Grune & Stratton, 
Inc., 381 Fourth Ave., New York, 1958. 829 pages, $17.75. 


This textbook on cardiology, now in its third edition, 
attests to its popularity. The scope of the book has increased 
due to new discoveries and recent advances in therapy. The 
advantages of this text to the cardiologist are twofold: It has 
an excellent bibliography which includes many European 
references usually unavailable to American students because 
of the language barrier; and it is a concise, clinical outline 
in treatment of the various cardiological problems. 
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